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EDITORIAL 


The purpose of this Review and Newsletter for the last six years has been to collect 


and to disseminate observations made all over the world concerning the relationship between 


culture and mental disease. This objective has been achieved and judging by the rising 


number of subscribers and by the number of unsolicited appreciative letters which we have 


received, the Review and Newsletter has proved of value. Up to now the function of the 


Editors has been to sort out the heterogeneous material which reached us according to 


whether it fitted within the scope of our publication. Our policy has been to exclude 
observations concerned with personality and culture, with neurophysiology and with social 


psychiatry in a wide sense and to include only observations specifically related to psy— 


chiatry and culture. It is with regret, therefore, that we have seen it necessary to omit 


many most interesting communications sent to use Limitations of space, also, do not 
permit us to review again those observations on schizophrenia which have appeared in earlier 


Newsletters, although they have provided important contributions to the subject. 


Early in our efforts it occurred to us that the network of correspondents which we had 


established might be used as a research instrument. Accordingly, this special issue, in 


addition to presenting the views and observations of our contributors in many countries 
on schizophrenia, presents a cross-cultural survey of schizophrenic symptomatology prepared 
with the help of our correspondents. The results obtained, though modest, encourage us 
to continue efforts of this kind. We, therefore, invite our readers to submit suggestions 


as to which subjects they regard as particularly promising for exploration by questionnaire 


in the future. 


Finally, we are happy to be able to state that in addition to support by the Society for 


the Investigation of Human Ecology, we have received support from the Research Institute 
for the Study of Man, (Dr. Vera Rubin, Director) to help defray continually rising prod- 


| uction costs. We are, of course, still dependent upon our readers for their subscription 


fees. 
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I. GENERAL ORIENTATIONS 


A_CROSSCULTURAL INQUIRY INTO THE SYMPTOMATOLOGY OF SCHIZOPHRENIA™, by E. D. 
Wittkower, H. Be Murphy, J. Fried, H.Ellenberger, Montreal, Canada. 


As many readers will know, the rich correspondence which we had been receiving 
from interested persons throughout the world led us, in 1958, to explore whether 
this network of correspondents could not cooperate in research. as a pilot 
study for such a venture we chose a questionnaire on the modal symptomatology 
of vilidiiaianeeie in different cultures, distributed to a majority of those who 
had shown interest in the Newsletter and who seemed in a position to report on 
the subject. We know that some of the recipients thought the approach useless 
or naive, and many others must have been too busy to undertake the work asked, 
wet enmunee were received from no less than twenty-five countries, covering © 
almost 90 cultural samples. We are very grateful to those who did respond®™® 
and would now like to report some of the findings. (Not all returns were re- 
ceived in time for inclusion in the initial analysis and not all analyses are 


comple ted. ) 


An earlier draft of this paper was presented at the Conference on Culture, 
Society and Health, at the New York Academy of Sciences and Research 
Institute for the Study of Man, on June 1, 1960. 


KK 
answers were received from: 


AFRICA: E.L. Margetts (Kenya); R. Prince (Nigeria); G.I. Tewfik (Uganda); 
LeF. Freed, LeAe Hurst, D. Perk (Union of South Africa). ASIA: E-K. Yeh 
(Formosa); P.M. Yap (Hong Kong); K. Bhaskaran, N.S. Vahia, L.P. Varma (India); 
M. Burg, Ze Kaneko, M. Kato (Japan); R.C. Song (Korea); L. Hankoff (Okinawa); 
P. Ratanakorn (Thailand). AUSTRALASIA: D. Buckle, D. Maddison (Australia); 
H. Bourne (New Zealand). EUROPE: N. Shipkovensky (Bulgaria); K. Hradecky 
(Czechoslovakia); LeBitinger (Norway). MIDDLE EAST: L. Parhad (Kuwait); H. 
Adasal, D. Karan (Turkey). NORTH AMERICA: A.M.Beach, J.F.Walsh, T.E. Wecko- 
wicz (Canada); W. Hirschfeld, P.V. Lemkau, A. Parsons, E.Seno, J.L. Singer 
(United States). SOUTH AMERICA & CARIBBEAN: R.M.L. Still (Barbados); 0. 
Resende de Lima (Brazil); CA. Leon (Colombia); M. Despinoy (Martinique); P. 
any J. Mariategui, C.G. Pacheco, L. Reverado, F. Sal y Rosas, C.A.Seguin 
Peru). 
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There were three main objections or difficulties which we saw as 
hampering the type of cooperative research we wanted to explore: the 
comparability of subjective psychiatric assessments, the limitations 
to most psychiatrists' knowledge of what constitutes a culture, and 
the questionable validity of impressions reported—in the only way 
which we thought would be possible without demanding too much from 
our correspondents—without doing wtual quantitative investigations. 

For instance, regarding comparability it had to be taken into account 
that the reporting psychiatrists would be from different cultures 
themselves, trained in different schools, and functioning under wide- 
ly varying conditions, while the concepts of mental illness and the 
attitudes towards psychiatry could be expected to vary from people 
to people. Regarding cultures, it had to be taken into account that 
what a psychiatrist might loosely include under one heading might for 
the anthropologist include peoples of quite different traditions, while 
on the other hand there might be no anthropological literature at all 
about some group whom a psychiatrist had correctly identified as quite 
distinct. These, and the absence of actual quantitative data, were 
obviously potential sources of error, but we are happy to report that 


it seems possible nevertheless to arrive at acceptable findings. 


The tool for the research was a questionnaire, covering observed 
schizophrenic symptomatology, clinical subtypes, cultures and peoples 
to which the observations referred, locale of observation, and psychi- 


atric orientation of the observer. In place of absolute quantification, 


which would have been much preferable but would have consumed more 
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time than we thought our respondents would be able to give, they were 


asked to score estimated frequency of symptoms, etc., on a five—point 
scale ranging from "very frequent" to "very infrequent." The countries 


from which information was received are given below: 


AFRICA: Kenya Nigeria Uganda 
Union of South Africa 

ASIA: Formosa Hong Kong India 
Japan Korea(South) Thailand 
(Okinawa) | 

AUSTRALASIA: Australia New Zealand 

EUROPE: Bulgaria Czechoslovakia Norway 

MIDDLE EAST: Kuwait Turkey 

NORTH AMERICA: Canada United States 

SOUTH AMERICA Barbados Brazil Colombia 

& CARIBBEAN: Ecuador Martinique Peru 

Patient Samples 87 Respondents 37 Countries 25 


As was anticipated, the patient samples or "cultures" were often not 
strictly what a cultural anthropologist would call cultural entities, but 
they were obviously distinct enough to be regarded as separate entities 
with distinguishable socio-cultural features by the reporting psychiatrists. 


In over 20 instances several psychiatrists reported separately on observa~ 


tions made in the same or in similar cultures. These instances are of 
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Special interest because they enabled us, up to a point, to test agree- 
ment or disagreement of observations and, in the case of agreement, to 
draw supported inferences regarding the relationship between culture 


and schizophrenic symptomatology. 


RESULTS. 


Ae Diagnosis. The first and perhaps most basic point on which we 
could expect our inquiry to shed light was whether there were certain 
minimum features recognized as schizophrenic by psychiatrists every— 
where, or whether such common features were lacking. The former proves 
to be the sini A global view shows that psychiatrists all over the 
world (with very few exceptions which require exploration and explan- 
ation ) regard social and emotional withdrawal, hallucinations and 
delusions, and flatness of affect as typical schizophrenic symptoms. 
There is also the consensus that auditory hallucinations are more 
frequent than visual ones and that olfactory and tactile hallucinations 
are uncommon. 

However, in contrast to our own clinical experience and that of psy— 
chiatrists in many other countries, infrequency of inappropriateness of af- 


fect has been reported from 15 "cultures," infrequency of hypochondriacal ideas 


from 18 "cultures," and infrequeney of depersonalization from 36 “cultures.” 
The question here seems to be to what extent these divergencies are due to ap~ 
plication of different diagnostic criteria, as is probably the case with de- 


personalization, or are due to differing settings of observation, or are due 


to actual differences in cultural background. Regarding echolalia and echo= 


praxia, which belong to the classical descriptions of schizophrenia but have al- 


most disappeared in our own experience, it is interesting to note that they are 
still reported "frequent" from one hospital and "common" from several others. 
Bowel and bladder incontinence have declined more consistently, probably as a 


result of changes in the nature and intensity of patient care. 


Be. Setting of Observation.. 
1. Distribution of "cultures" by setting of observation 


MENTAL HOSPITAL: Patients at time of admission 33 
| Patients on wards 33 
Out-patients at clinics 27 

GENERAL HOSPITAL: Patients on wards 21 
Out—patients at clinics 18 

PRIVATE PRACTICE 19 


2. Distribution of respondents by setting 


A. Working both INSIDE and OUTSIDE mental hospitals 26 
B. Working INSIDE mental hospitals only 6 
C. Working OUTSIDE mental hospitals only 6 


The majority of our respondents, as the above table shows, saw patients in 
more than one type of setting and hence, presumably did not have their picture of 
schizophrenia affected by seeing patients either predominantly in advanced or de- 
teriorated stages, or predominantly in the early stage only. However, when the 
answers are analysed, a presumed influence of the setting can still be detected. 

Psychiatrists seeing patients only outside of mental hospital reported, con= 
trary to expectation, a higher frequency of the hebephrenic subform and lower fre- 


quency of the simple subform than their colleagues. Also unexpectedly, reports 


from psychiatrists working only in mental hospitals tended to show a lower fre— 
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quency of emotional withdrawal, i.e. of autism, than did other reports. These 
differences are statistically significant. 

Clearly, therefore, this is a point which has to be taken into consider- 
ation in any future research of a similar nature, and it will probably be ad- 
visable to elaborate the question slightly. However, a major expected source of 
variation here rests in the fact that regressive phenomena are less likely to 
be observed in a hospital which has the facilities for pursuing an active treat—- 
ment program than in one which is understaffed, over-—crowded, and forced to con= 
cern itself mainly with its custodial function; and this is not a factor which 
can so easily be explored by questionnaire. 

Obviously it would be better if we could have obtained from our colleagues 
reports not on patients in hospital but on identified, non—hospitalised schizo— 
phrenics in the community as well, since in some countries only a minority of 
such patients reach hospital. At the present time, however, such data are just 
not available. 


C. Differences in Conceptual Boundaries. Another factor which had to be 


taken into account both in designing our questionnaire and in evaluating our 
findings was the known differences among psychiatrists (within the sam culture 
and even more so on comparison of different cultures) in the boundaries of the 
concept of schizophrenia. Deliberately, we did not inquire specifically into 
adherence to any particular school because we thought that there might be a 
gap between nominal allegiance and daily practice. Instead we asked our re— 
‘apondents whether they included in their concept of schizophrenia patients 
without disturbence of perception, with marked affective disturbances, with 


psychotic episodes of short duration and with much confusion and slight 


organic=-type symptoms. 
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BORDERLINE DIAGNOSTIC CRITERIA 


The Questions Number of Respondents Answering 
IN MAKING A DIAGNOSIS OF SCHIZOPHRENIA, 
DO YOU INCLUDE PATIENTS: YES NO 
A) Without hallucinations and delusions? 32 6 


B) With marked affective (i.e. emotional) 
disturbances? 32 6 


C) Whose psychotic episode (or episodes) 
is of short duration? 33 5 


D) With much confusion and slight organic-— 
type symptoms for which no organic cause 
can be found? 15 23 


(NOTE: The six respondents answering NO on (A) are not the same people as the 
six answering NO on (B). 

We had hoped inthis way to divide our respondents into those who adopt the 
Kraepelinian viewpoint and those who adopt the wider Bleulerian viewpoint. As the 
above table shows, this proved impossible. Rather unexpectedly, we found, by and 
large, that psychiatrists all over the world, irrespective of known prevailing 
teaching orientation, adopt a rather wide view of the concept of schizophrenia. 

However, aS can be shown, constriction or extension of the concept of 
schizophrenia significantly influences the material reported upon. For instance, 
psychiatrists who insist on disturbances of perception as essential for their 
diagnosis of schizophrenia, i.e. adherents of the Kraepelinian viewpoint, hardly 
ever diagnose schizophrenia simplex, a subform added by Bleuler. They also— 
and this is much more difficult to explain—report on catatonic states as in- 
frequent. Inclusion or exclusion of confusional (amentia) states corresponds 
with the frequency with which hebephrenia is reported. Thus a high frequency of 
the diagnosis "hebephrenia" in cultures in which psychiatrists exclude confusion— 


al states contrasts with a low frequency in cultures in which confusional states 


are included. 
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D. Cultural Groupings. The results covered by this heading comprised the 
main goal of our inquiry, namely the goal of discovering whether such an inquiry 
would uncover apparently reliable and hitherto unrecorded variations in symptom 
atology of schizophrenia from culture to culture. From what has been said so 
far, it should be clear that we could not take as necessarily reliable the dif- 
ferences between the picture given of culture a by Dr. X and the picture of 
culture B by Dr. Y, since these differences might have been due to differences 
in conceptual boundaries, setting of observation, etc. However, we become more 
confident of the reliability of such differences if we can get agreement between 
psychiatrists, operating independently of each other, on the modal picture of 
schizophrenia in a particular culture or associated group of cultures, and if 
that modal picture then can be shown to differ from that of some other similar- 
ly agreed—to picture for a different culture or group of cultures. This has 
proved to be moderately possible. 

As mentioned earlier, we have a number of reports from different sources 
where the groups reported on can be categorised for purposes of analysis as of 
the same broad cultural type, or at least as sharing certain major cultural 
characteristics. For instance, we have a report on a Japanese population in 
Brazil as well as three reports from different parts of Japan itself. We feel 
justified in treating these together, however much a Japanese anthropologist 
might be able to recognize regional differences. One of our analytic procedures 
was to set up six major culture—blocks for conakal study, thereby making it 
possible to ask whether the modal schizophrenia pictures reported by different 
psychiatrists for patients within the group substantially agree, or agree no 


better than chance. 


The next table shows the results: 
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Frequency of "Agreement" and of "Disagreement" Observed Between Psychiatrists 


Reporting on Patient Samples Drawn From the Same or Similar Cultures, as Compared 


With the Frequencies Expected by Chance. 


CULTURE NUMBER OF FOR THIRTY ITEMS 

PSYCHIATRISTS "Agreement" "Disagreement" 

REPORTING Observed Expected Observed Expected 
JAPANESE (4 reports) 14 2 5 14 
EAST INDIANS (5 reports) 8 2 3 19 
JEWISH (4 reports) 12 2 3 14 
BRITISH OVERSEAS (6 reports) 7 1 10 24 

(5 out of the 6 reports) 10 2 6 19 

"OLD U.S." (3 reports) 20 4 5 9 
WEST EUROPEAN IMMIGRANTS (3 reports) 15 4 2 9 


We decided that a difference of no more than two steps in our five-point scale 
indicated substantial agreement. Conversely, we decided that a straddle of four or 
five steps in the five-point scale indicated substantial disagreement. The likelihood 
of such "agreement" or "disagreement" occurring by chance can be calculated for any . 
given combination of observers and items being scored, and the "expected" columns in 
the table show what these chance expectations were. 

One sees that in all cases the psychiatrists agreed substantially better than if 
they had scored purely at random, and disagreed considerably less frequently than 
would be expected if they had been scoring at random. To achieve better than random 
results, however, is not much to be proud of. The real question is whether these 
different groups of psychiatrists could agree on particular items which tended to 
differentiate one culture (or batch of culturally similar patient samples) from 
another. It means virtually nothing, after all, if all the psychiatrists reporting 


on Japanese groups state that tactile hallucinations are very infrequent and delusions 
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of persecution are frequent; for we have seen that these are agreed to be char— 
acteristic of all schizophrenics anywhere. 

When tested in this fashion, the results are not so good. For each of the 
six cultural groupings there appears only one or, at the most, two items out of 
our 30 which all the psychiatrists observing this culture agree on and which are 
scored differently for the cther five cultural groupings. Thus, catatonic 
stereotypy appears to be relatively frequent among the Japanese, whereas it is 
relatively infrequent in the other five groupings. Catatonic excitement and 
catatonic rigidity are relatively frequent in all the Indian groups of patients 
reported on, whereas they are quite infrequent in all the Euro-American. 
Delusions of a religious nature are agreed to be frequent only in the overseas 
British, of the six groupings now being discussed, and, on the other hand, this 
group is agreed to have an unusually low kvel of stereotypy and rigidity. 

But the point at this stage is not what distinguishing items psychiatrists 
can agree on, but the fact that these items are so few and relatively unimpor— 
tant. However, this finding may not be as serious as it appears to be. Such 
results refer only to items on which all the observers concerned were in sub— 
stantial agreement. The presence of a single observer with an idiosyncratic 
viewpoint could clearly defeat any attempt to get an agreed version of a modal 
pattern, even though such modal pattern existed and was agreed to by a major— 
ity of the observers. When we cease to demand such full agreement, and when, 
further, we look only at broader categories of culture, then further results do 
appear. Possibly this may prove to be true even for smaller cultural groupings 
once we solve the problems of deciding how to form such entities and of allow-— 
ing for the different diagnostic viewpoints, but we have not reached that 
stage yet. The areas thus far worked out concern sub—forms, disturbances of 


perception and disturbances of affect. 
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Reported Frequency of Three Main Types of Schizophrenia in Different Cultural 


Groupings. 
CATATONIC TYPE SCHIZOPHRENIA 


"Very Frequent" "Very Infrequent" 
or "Frequent" or "Infrequent" 
EURO-AMERICAN GROUPS 3 16 
OTHER GROUPS 14 11 
SCHIZOPHRENIA SIMPLEX 
"Very Frequent" "Very Infrequent" 
or "Frequent" or "Infrequent" 
ASIAN GROUPS 11 1 
OTHER GROUPS 6 13 
HEBEPHRENIA 
"Very Frequent" "Very Infrequent" 
or “Frequent". 
JAPANESE AND OKINAWANS 4 0 
EURO—AMERICANS 4 10 
OTHER GROUPS 4 4 


Paranoid schizophrenia appears to be fairly frequent everywhere, but the 
other three main types do show variation with broad cultural grouping. As you 
can see from the above table, Euro-American peoples seem to present the cata- 
tonic and hebephrenic forms of schizophrenia notably less frequently than do 
other peoples. Regarding the catatonic form, there is some question in our mind 
whether this observation is linked to special cultural factors or simply to 
better developed psychiatric services wherever they may occur. This argument does 
not apply to the simple and hebephrenic forms where there appears to be a genuine 
association between certain types of culture and the predominance of those types 


of schizophrenia. 
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Reported Frequencies of Three Types of Delusion in Schizophrenics From Different 
Cultural Groupings. 


DELUSIONS OF DESTRUCTION 


"Frequent" "Very Infrequent" 
PREDOMINANTLY CHRISTIAN 9 1 
PREDOMINANTLY NON-CHRISTIAN 13 


(No "Very Frequents" reported) 


JEALOUSY DELUSIONS 


"Frequent" "Very Infrequent" 
ASIAN GROUPS 7 0 
OTHER GROUPS 1 3 


RELIGIOUS DELUSIONS 
"Very Frequent" "Frequent" "Infrequent" "Very Infrequent" 


CHRISTIAN GROUPS 5 8 6 0 
MUSLIM GROUPS 0 5 1 1 
HINDU, BUDDHIST, 0 2 8 5 


TAOIST & SHINTOIST 


Regarding types of delusion, the next table shows the more clear-cut differ— 
ences. As you can see, there would appear to be a marked difference in the ap— 
pearance of delusions of destruction and religious delusions between Chistian 
groups and those following the major Asian religions with Muslim groups falling 


somewhere in between. 


Reported Frequencies of Two Types of Hallucination in Schizophrenics from 


Different Cultural Groupings. 
VISUAL HALLUCINATIONS 


"Very Frequent" "Very Infrequent" 
or "Frequent" or "Infrequent" 
ARABIAN and AFRICAN GROUPS 6 1 
OTHER GROUPS 17 33 
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TACTILE HALLUCINATIONS 


"Frequent" "Very Infrequent" 
or "Common" 


ARABIAN and AFRICAN GROUPS 5 0 


OTHER GROUPS 5 49 


On hallucinations, the broad difference between Euro—Americans and Asians 
which had dominated the last two lots of datavw have been considering disappears, 


and instead a new feature appears. Auditory hallucinations, of course, predominate 


almost everywhere, but in the Arabian and African groups, on which we have re- 


ports, visual hallucinations challenge this dominance, and tactile hallucinations, 
which elsewhere are unimportant, gain a relative importance also. Since the same 
phenomenon is not reported for groups such as the Formosan aborigines and South 
American Indians, the obvious hypotheses relating to verbal communication and the 
muffling of the tactile senses with clothes would seem to be inapplicable. Com- 
bining Arabian and African cultural groups, as we have done here, does not make 
much sense to the anthropologist, but the finding does, nevertheless, seem to be 
more than accidental. 

Disturbances of affect, individually, do not appear to be associated with 
any one group of cultures more than another, but a minor point of interest arises 
when we consider the relative frequency of flatness and inappropriateness. In 
most cultures flatness of affect is marked as more frequent than inappropriateness, 
but in six of the eight Muslim groups reported, the reverse is found, inappropriate— 
ness being apparently more striking than flatness. Catatonic manifestations, as 
one would expect from what was said about the catatonic type of schizophrenia, are 
least common in the Euro-American groups, but the distribution of the various 
types of catatonic behaviour varies somewhat. Negativism, rigidity and mannerisms 


all tend to be especially frequent in East Indians, whereas automatic obedience, 
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stereotypy, echolalia and echopraxia are not. Stereotypy appears particularly 
infrequent in North American peoples, nine out of the fourteen cultures reported 
as "very infrequent" on this item being from there, while three others were 
from Australia and New Zealand. 

Homicidal trends in schizophrenia are reported as most common in Africans, 
and suicidal trends in Japanese, but in both these instances common sense sug- 
gests that the association may be with Africans and Japanese in general, rather 
than with Africans and Japanese suffering from schizophrenia. Loss of bowel 
and bladder control are not frequent anywhere, but appear to be particularly 
infrequent in the Chinese and in most South American peoples. Hypochondriacal 
ideas are reported most frequent for Near East peoples, and after that for some 
continental European groups. They are not notably infrequent anywhere. 

Conclusions 

These are the initial findings from the material which you have sent us. 
We are hopeful of obtaining still further results which will be reported to you 
in due course, but we think that, in the meantime, the purpose of this pilot 
venture can be said to have been met. With the expenditure of what we hope was 
only a moderate amount of time and effort on the part of those of you who re- 
sponded, it has been possible tc explore some of the problems and some of the 
possibilities of cross-cultural research using many correspondents, and to 
obtain results from this exploration. 

Regarding the problems, those relating to the comparability of psychiatric 
assessments have proved to be slightly less of a stumbling block than we expect— 
ed, and the approach used by us for them seems capable of uncovering many an- 
swers, provided enough respondents cooperate. (The more respondents there are, 
the less do the idiosyncrasies of a single individual disturb the picture. ) 
Conversely, those problems relating to the typology of cultures have proved to 


be greater than we expected. The broad divisions used in the foregoing tables 
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(Euro-American, etc.) are obviously unsatisfactory, but when we seek more mean- 


ingful categories relating to such variables as child-rearing or superego form 
ation, then it has proved extremely difficult to classify the groups which our 
respondents have reported on. To do this requires original research of the type 


that Whiting and Child * pioneered. Regarding the third main type of problem 


which we anticipated, namely, that of making sound comparisons without demanding 
from our respondents accurate quantitative data such as they would probably not 
have time to compile,the method which we have used seems feasible but improvements 
should be possible. 

The possibilities and actual results of such research seem to lie mainly in 
two directions. On the one hand, the technique seems quite suitable for record— 
ing empirically the probable psychiatric differences between patients of one cul- 
ture and those of another; and thence for pointing to matters which particularly 
invite investigation. In the present instance we have noted such points as the 
relatively high frequency of the simplex type of schizophrenia in Asian samples, 
the selective nature of catatonic states in East Indians, and the relative fre- 
quency of visual and tactile hallucinations in Arabian and African groups. These 
are points which either have not been recorded before or have not been adequately 
noticed. On the other hand, such research also seems quite suitable for exploring 
the range and effects of conceptual and operational differences on psychiatric 
descriptionge Surveys can never replace the full clinical description of indiv— 
idual patients, but if one attempts to use such descriptions for ccmparative pur-— 
poses, questions always arise concerning the perceptual bias of the observer and 
the representativeness of the subject. By recording the broader types of bias 
which different conceptual or operational standpoints appear to induce in psy-— 
chiatric descriptions, we should be able to make such individual clinical de- 
scriptions more meaningful, and such knowledge is also of interest for its own 


sake. Thus, in the present instance, we have received warning that descriptions 
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based only on mental hospital experience will tend to under-rate the degree of 
emotional withdrawal, while those written from a Kraepelinian standpoint seem 
likely to exclude from their concept of schizophrenia some catatonic states 
which other psychiatrists would include. (At least, this is one interpreta- 
tion for the finding.) 

It is probable that readers will draw other conclusions from this brief 
report. We would be most interested to have your opinions, criticisms and 
suggestions on it, and particularly we wuld like to hear from you whether you 
think, as we do, that the type of research is worth continuing—for this is a 
cooperative venture, not something which we can do ourselves—and what subjects 
are suitable for it. If you have suggestions as to how the technique can be 


improved, we will be delighted. 


® Child Training and Personality ~ A Cross-cultural Study, 
New Haven, 1953. 


REPORT OF WORLD HEALTH ORGANIZATION STUDY GROUP ON SCHIZOPHRENIA, Geneva, 
Switzerland, September 9-14, 1957. Am.J.Psychiat., 115, No. 10, April, 1959. 


List of Participants: Prof. Dr. We von BAEYER, Germany; Dr. JeA.- BOOK, Sweden; 


Prof. Honorio DELGADO, Peru; Prof. Me GOZZANO, Italy; Dr. Ernest GRUENBERG, 
United States; Dr. Nathan KLINE, United States; Dr. T.A. LAMBO, West Africa; 
Prof. Aubrey LEWIS, United Kingdom; Privat Dozent Dr. Chr. MULLER, Switzer- 
land; Dr..P. RATANAKORN, Thailand; Prof. Martin ROTH, United Kingdom; Dr. 


PeM. YAP, Hong Kong. 


The Group agreed upon the clinical picture of schizophrenia as it was described 
by Kraepelin and amplified by Bleuler. The single term "schizophrenia" is 
convenient and appropriate to designate the condition, though there is good 
reason to believe that it encompasses. heterogeneous syndromes with a common 


psychological structure. 
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The diagnosis of schizophrenia has to be made on clinical evidence 


Diagnosis. 
and does not depend on the course of the illness. The Group does not subscribe to 
the view that there is a nuclear schizophrenic condition which pursues an in- 


evitably progressive course. 
The clinical evidence on which schizophrenia is diagnosed consists mainly of 
psychological abnormalities observed and on examination of the patient's previous 


life and personality. The presence of physical findings excludes the diagnosis of 


schizophrenia. 
Certain clinical features are frequent, prominent, and, from the psychopath— 


ological standpoint, central. These are: (1) lessening of contact with other 


people; (2) autism; (3) disturbance of thinking, e.g. bizarre statements, "block- 
ing," use of private symbols; (4) emotional disturbances, e.g. shallowness of 
affect, incongruity of affect; (5) disturbances of perception, e.g. hallucinations 
and delusions; (auditory hallucinations are among the commonest symptoms of schizo— 
phrenia); (6) anomalies of behaviour, e.g. peculiarities of posture, gesture and 
movement. 

In contradistinction to some dynamically oriented psychiatrists who consider 
diagnosis of little importance, the Group holds that for clinical and especially 


therapeutic purposes, and still more for the purposes of further study and fuller 


knowledge, sound classification is essential. However, the importance of sub— 


divisions of schizophrenia at this stage of knowledge appears doubtful. It is 
useful to describe the catatonic, hebephrenic, simple and paranoid forms, but the 


same patient may exhibit features of all or two of these subclasses, and the dis— 


tinction is too often an arbitrary one. As Bleuler has noted, an overlap between 


schizophrenia and effective psychosis is by no means uncommone 
In arriving at the diagnosis of schizophrenia, closest scrutiny of the cultural 


background is required. "What in one society would be a typical schizophrenic de- 


lusion, might be recogniged, once the cultural setting was considered by a psychia- 
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trist or anthropologist who knew the society well, as a normal healthy response 
to a given situation. The essential structure and clinical patterns of schizo— 
phrenia show remarkabie similarity, it is true, in widely disparate societies 
all over the world, but the themes, the ways of behaving and expressing one— 
seif, the use of language, the acepted modes of thought, and the symbolic 
interpretation of the world and of our personal existence, differ greatly, and 
they infallibly colour those psychological phenomena upon which the diagnosis 
of schizophrenia turns." 

Aetiology. The opinion generally held and shared by this Group is that 
in all cases schizophrenia is of multi-~factorial origin, although the relative 
importance of different factors may vary from patient to patient. Genetic, 
toxic, social and psychological causes operate in conjunction. It is one of 
the tasks of future research to obtain more precise knowledge of the mechanisms 
of cooperation of this different series of factors. Epidemiclogical research 
is urgently indicated. It should be carried out with due consideration for 
its methodological pitfalls, and with an awareness of the great difficulty of 
obtaining comparable data in different parts of the world. 

— Unless treatment facilities are complete, first preference in 
nani to admission to hospital should undoubtedly be given to those schizophren— 
ics who constitute a danger to themselves and their community. Beyond this, 
those patients with the best chance of responding favourably should be given 
preference. Any community, however economically undeveloped, which has less 
than one psychiatric bed per 10,000 of the population will be unable to provide 
even the crudest level of “emergency psychiatric in-patient care." Hospitals 
should be constructed as near as possible to the source of population from 
which they draw. When local conditions permit, patients at an early stage of 


the attack could be treated in the psychiatric wing of a general hospital. 


The use of day and night hospitals is advocated. Employment of ancillary per— 
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sonnel in treatment is unavoidable in less developed countries. Under all cir— 


cumstances treatment is to be not only formally, but actually, under the direction 
of a psychiatrist. The value of mental health education in facilitating treatment 
and after-—care is emphasized. It is recommended that training and treatment pro— 
grammes be provided for less developed countries and that opportunities be provided 
for key personnel in such countries to visit and exchange experiences with we 
in countries with better deveioped programmes. 

Prevention. There is evidence which suggests (a) that there is a statis— 
tical association between the amount of manifest schizophrenia and the social dis— 
organization of a community as indicated by greater amounts of social isolation, 
high frequency of unmarried persons and poverty, and (b) that some populations under— 
going rapid cultural change with dissolution of established social and cultural 
patterns experience a higher incidence of manifest schizophrenia. The latter 
evidence is more certain with respect to certain paranoidal states akin to schizo— 
phrenia than with respect.to schizophrenia. This evidence deserves the close 
attention of health officials and others who must make decisions on social and 
economic policy and on city planning. It may also affect social policy in matters 
which influence the frequency with which families are disunited or cultural ties 


ruptured. 


PARANOID STATES: SOCIAL AND CULTURAL ASPECTS, by I. A. Listwan, Sydney, Australia. 
The Medical Journal of Australia, May 12, 1956, ppe 776~777- 


Modern dynamic psychiatry stresses the importance of early personal experiences and 
conflicts as causes of mental disorder, but recent developments point also to the 
importance of conflicts occurring later in life caused by difficulties in inter- 
personal relationships. Modal personalities vary with culture, and accordingly 
pathological reactions, whether psychotic or neurotic, may differ as well cultur— 


ally. Inhabitants of the Mediterranean basin are inclined to be emotionally un- 
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Stable and excitable, Listwan observes, and hence when mentally deranged they 


tend to have manic-depressive reactions. On the other hand, inhabitants of 


eastern European countries are inclined to slowness and languidness and tend 


to schizophrenia, particularly of the catatonic variety. 


Migrants frequently develop paranoidal states and paranoia-—like reactions 


in mntal derangements. This may be the result of personality, of cultural and 


social makeup, or of factors operating in every migration, which for convenience 
may be termed "migration stresses." The nature of these reactions is of par- 
ticular importance in these times of massive population movemenis. 

During the three-year period from June 1952=June 1955, 244 new patients 
were examined in the psychiatric outpatient department of Sydney Hospital, or, 
roughly one-quarter of the total number of new patients in the department. 
Forty-eight migrants, or 20 per cent of all patients, were in the group. A 
total of 1222 visits were made, averaging five visits per patient. Forty-four 
patients were diagnosed as suffering from paranoidal states, and of these 17 
were migrants. Roughly twice as many migrants as native-born were paranoidal. 
Of the group of 17 paranoidal migrants, 12 belonged to eastern European coun— 
tries; 13 were unmarried, 14 were males, and 12 were in the early middle-age 
group, between 25 and 35 years of age. 

Though acknowledging that the sample is too small to have statistical 
value, Listwan concludes: i. Paranoidal states in patients seeking psychiatric 
help occurred nearly twice as frequently in migrants as in native-born. 

2. Migrants suffering from paranoidal states come mostly from eastern Europe. 
3. Patients with paranoidal states were predominantly male, unmarried, and 
young adults. 4. Paranoidal patients have a tendency to avoid psychiatric care. 

Most of the migrants suffering from paranoidal states have no history of 
previous mental disorder, although they spent years under nearly unendurable 


stresses in concentration camps and D.P. camps. They spent the first two years 
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after their arrival in camps or hostels under contract intheir own or similar 


national groupse Their breakdown usually occurred not immediately after their 
arrival but some time later when they faced responsibilities, financial insecur- 
ity, change of occupation and loneliness. 

Their delusions are usually based on wartime experiences—persecution by 
police or political organization—and are never bizarre. Monosymptomatic som 
atic delusions, as a rule, indicate a poor prognosis. 

Factors which potentially play a part in precipitating the condition in- 
clude: vertical downward mobility in economic and social level in addition to 
sifeminitelh geographical mobility, language difficulties, breakup of families and 
loneliness. In deep layers of the mind, abandonment of the mother country can 
be regarded and understood as an oral deprivation. 

To achieve a measure of therapeutic and prophylactic value from these data, 
Listwan recommends that: 1. Migrants be encouraged to learn the native language 
as soon as possible, including emotionally-—coloured language such as may be found 
in poetry and plays; 2. opportunity be provided for the migrant to continue to en- 
joy his mother tongue in the family circle and in the subject's own cultural 
groups; 3. migrants be encouraged to seek substitutes for mother—country and other 
mother figures through early marriage and through the formation of national and 
cultural groups, societies and clubs; 4. migrants be desensitized from their par-— 
anoid reactions to authority, as represented by the police, government offices, 


etc., and by guidance and re-education. 


FAMILY ENVIRONMENT AND SCHIZOPHRENIA, by Victor D.Sanua, Cambridge, Massachusetts, 


U.S.A. 31 pp. mimeographed. 
This paper discusses critically some of the studies on parent-child relationships 
in schizophrenia and presents preliminary data on the characteristics of the home 


environment of two religious groups (Protestant and Jewish) with schizophrenic 
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members and where the social class variable has been controlled. The general 
hypothesis is that early unfavourable home environment affects the psycholog- 
ical adjustment of the individual. One of the basic problems in aetiological 
studies is to relate the kind of home environment to the specific illness or 
deviance, 
One of the recurring findings with schizophrenic patients is that they had 

an unwholesome relationship with their mothers. Some are found to be over— 
protective, rejecting, domineering, aggressive, etc. The father is usually 


reported to be weak and submissive. Fromm—Reichmann coined the descriptive 


phrase, "schizophrenogenic mother." This term has rarely been applied to the 


father. The inconclusiveness of the studies reported in the literature may be 


attributed to the fact that in most instances, the socio-cultural variables 
which characterized the families of the schizophrenics studied were ignored. 
In 1953, a study by Frazee (1) revealed that the fathers in her sample of 
22 schizophrenic patients did not have the characteristics described above. 
"Many of the fathers were severely cruel and rejecting. This finding is in- 
teresting, since it failed to support expectations of the passive, ineffectual 


father generally assumed in the literature." While there seems to be a con-— 


tradiction between her study and the earlier efforts, the fact that most of 
Frazee's patients came from lower-class parents, whereas in the earlier studies 
the sample in most instances included an over—representation of middle— and 
upper-class subjects may account for the difference. A study which throws 
doubt on the generalization of the "schizophrenogenic mother" was conducted 

at the Massachusetts Mental Health Centre in 1955 by Hotchkiss et al. (2). 
They observed 22 mothers who were regularly visiting their schizophrenic sons 
in the wards. They found that only three of the mothers had the character-— 
istics of the "schizophrenogenic mother." They suggested that the picture of 


the dominant mother, rather than representing a composite picture of mothers 
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of schizophrenic patients, was probably derived from the conspicuous behaviour of 


a few. 

Another source of variation which has not been emphasized in the literature 
is the ethnicity or religion of the sample. Two studies will illustrate these 
deficiencies. Gerard and Siegel (3) found exclusive attachment to the mother in 

1.4 per cent of the schizophrenic cases they studied. There was extreme over— 
protectiveness, babying, and spoiling, and in 57 per cent of the cases the 
outhhigdinienie child was considered to be the favourite of the mother. Tiedze(4) 
in interviews with 25 mothers of schizophrenics, found that ten mothers overtly 
rejected their children, while 15 were more subtle in their rejection. While 
Gerard and Siegel made their generalization on overprotectiveness, Tiedze in- 
dicated that rejection of the patient by the mother was the most prevalent find- 
inge However, a closer look at their samples may give a clue to such contra- 
dictory findings. While almost 70 per cent of the patients in the first study 
were Jewish and Italian of lower— and lower—middle class, 64 per cent of Tiedze's 
patients were Protestants, belonging mastly to the professional and business 


classes. The data appear to have been coloured by a preponderance of specific 


‘ethnic groups in the samples. It would be expected that in Jewish and Italian 


families there would be more babying of children, while such practices may not 
be proper in Protestant families of higher classes. | 

To control for socio-cultural variables, the sample in the present pilot 
study was limited to Protestants (37 subjects) and Jewish (43 subjects) schizo- 
phrenics. Criteria for the selection were lower-class families with unskilled 
or semi-skilled members; the Protestants were white and considered to be "old 
Americans," while the parents of the Jewish patients were for the major part 
born in Poland or Russia. 

An intensive analysis of the case records of these patients was conducted 


at the Boston State Hospital and the Metropolitan State Hospital. Furthermore, 
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clinical interviews and psychological testing were conducted with 17 patients 
in order to obtain more complete case histories. 

The pattern of a passive and submissive father may apply to the Jewish 
families of low socio-economic status, but not necessarily to Protestant 
families of the same status. Also the patterns of the mothers vary in these 
two groups. The following table will give the percentages of the major intra~ 
familial problems or types of family disorganization in these two religious 
groups 


MAJOR CHARACTERISTIC OF THE Protestant families Jewish families 
PARENTS OF THE SCHIZOPHRENIC MALES Fathers Mothers Fathers Mothers 


Insanity(previously committed 


or still in a mental hospital) 19 e b 14 
High emotional temper,most of them 

inflicting physical punishment 19 3 7 15 
Alcoholism 32 3 3 - 
Dullness — 3 5 20 
Re jection 6 14. 19 3 
Death aa 8 14 8 
Overprotection,some with dominance 5 36 3 32 
Positive relationship — 6 19 3 
Not clear from the records 8 16 15 6 


100 % 100 % 100% 100% 
N = 37 37 59 59 


Jewish mothers are likely to show more emotional instability, psychotic 
breakdowns and dullness than the Protestant mothers. While there is excess— 
ive overprotection in both of these family groups, there seems to be a quali- 
tative difference. The Protestant mother is likely to be overprotective of 
her child because of the abusiveness and ill-treatment which the father may 
inflict, while the overprotectiveness of the Jewish mother depends more on her 
personality characteristics. Her noxious influence seems to be more pervasive 


than the Protestant mother's, since a larger percentage of siblings of Jewish 


schizophrenics had been or were in mental institutions. 
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With the male parent, the pathology is more frequent in the Protestant father 


than in the Jewish father. There is a high incidence of insanity, alcoholism, 
and excessive bad temper. In general, the author's findings indicate that par- 
ental deviancies in families of schizophrenics may be related to the socio- 
cultural characteristics of these families. In Protestants, it appears that the 
father is the major source of psychological maladjustment in the children, while 
in Jewish families the mothers have such a preponderant role. 

Future research should deal with many neglected variables, such as social 
class, ethnicity and religious affiliation. Age, sex and diagnostic sub-—categor-— 
ies (paranoid, catatonics) of the schizophrenic patients are some other variables 
which should be controlled. While the findings of sociology and anthropology 
have in the past few years given impetus to development of social psychiatry as a 
field of investigation, their effect is still minor, particularly in the regular 
psychiatric literature. 
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SOME EAST-WEST IMPLICATIONS AND INTEGRATION OF PSYCHOLOGIC-—COMMUNICAT IONAL—SOC I0— 
PSYCHIATRIC CONSIDERATIONS OF SCHIZOPHRENIA, by Moses Burg, Tokyo, Japan. 2g ppe 
Typescript. 


Cross-cultural participant observational research facilitates new perceptions per= 
tinent for native scholars as well as for comparative study. The writer's cross— 
cultural therapy and research on Japanese personality and communication will be 
the basis for very brief comments on some aspects of three approaches to schizo— 
phrenia. An integration or linking of approaches will also be outlined. 


We will start with Arieti, whose work, the writer feels, has much cross— 
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cultural validity. Arieti has elucidated "paleologic" and its linguistic mani- 
festations from the standpoint of the thinking of primitive versus modern man. 

The present writer would propose as a basic supplemental principle in consider— 
ing non-European phenomena that the intrinsic characteristics of a particular 
language with respect to presence or absence of logical features must be given 
specific consideration. For instance, Japanese speech often relies on subtle 
hints and context, instead of explicit clarification or logic. Life-—long fan- 
iliarity with the culturel contexts and interpersonal expectations makes under— 
standing possible even when the speakers are complete strangers. Partial state— 
ments are often made with little or no definite indication as to whether the 
speaker is talking about himself or someone else, what action is referred to, 
whether the statement is declarative, a request, etc. Communication between 
Seba not infrequently fails, however. When a speaker is mxious, vagueness 
often is intensified and may begin to approximate schizophrenic—type speech. 

Lidz and his co-workers (2) have greatly contributed to the socio-—psychiatric 

approach of pathogenic familial factors. Relationship to the general culture is 
important. The writer will indicate three examples of Japanese culture—pathogenic 
role relationships. A dramatic example was a father of a schizophrenic patient 
of the writer. The father was a former high official of the Special Higher 
Section (Tokkokas pre-war Thought Control Secret Police). The son told of having 
been deprived of his spirit and transformed into a living corpse. Another pat= 
tern is conscious conformity and unconscious role reversal. A patient of the 
writer's, a Japanese dependent masochist who had masturbatory fantasies of be- 
ing stabbed by a female samurai, was married to a sadistic paranoid woman. 

They had always thought of their relationship as one of traditionally Japanese 
male dominance and female submissiveness. The next pattern is role reversal 
resulting from culture change. An example is the tendency for replacement of 


Confucian paternal authority by maternal authority ("momism"), paralleled by 
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the encouragement of the father to become a democratic "pal" to his son. This 


incipient pattern, which the writer would call a democratized Oedipal configuration 


of two "pals" and their "mom," is fraught with obvious pathogenic possibilities, 


such as failure of identification, anxiety in mothering because of the father's 
jealousy, etc. 

Bateson et al. (3) have given us the extremely important double bind theory. 
The present writer has found a basic variant of double bind messages, the triple 
bind message, in Japanese (and also Korean) communication. Japanese speech con- 
tains "built-in" special meta—communication: a self—other social assessment. Thus, 
there may be simultaneously a linguistic statement, incompatible linguistic meta- 
communication, and non-verbal meta—communication of still another type. Conscious— 
unconscious considerations can become very complicated. 

Bateson and Arieti disagree on double binds versus formal psychologic mech-— 
anisms while Lidz' approach stresses family role structure: The present writer 
takes a tri-partite integrated psychologic—communicational-—socio-—psychiatric view 
of these issues. Arieti denies the specific schizophrenic role of double binds. 
The present writer thinks they can be specific and that such specificity should be 
subsumed under Arieti's formal psychologic conceptions. Double bind communication 
is viewed as specifically subversive of Aristotelian thinking. Anxiety arises 
specifically over desperate dilemmas of Aristotelian communication and pushes one 
toward teleologic regression. The double bind becomes a very important instance of 
teleologic regression. (This, of course, is contrary to both Arieti and Bateson. ) 
The present writer also views double binds as an important, but not sole, form of 
pathogenicity of distorted family role structure and the accompanying ambivalences 
and confusions thereof. He would particularly stress a concept of acculturationally 
rooted double binds. The previously mentioned palism—plus-—momism Oedipal config— 


uration, for instance, may give rise to many pathogenic double binds. (Regarding 


family structure, the writer's colleague, Dr. Hideyo Kosaka, carried out an ex- 
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cellent pioneering statistical study which matched 113 schizophrenics with 57 
normals. Results showed parental death or long=term absence during the indiv— 
idual's childhood among 44.2% of the schizophrenics as against only 22.8% of 
the normals.) 
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II. REGIONAL ORIENTATIONS 


THE CHARACTERISTICS OF PARANOID REACTION IN PRESENT DAY TAIWAN, by Hsien Rin; 
Chen chin Heu; and Sau Lien Lieu, Taipei, Taiwan. 


A majority of the Taiwan population is composed cf native-born descendants of 

Chinese emigrants. The mainland Chinese started emigration to Taiwan after ! 
World War II and a massive movement of immigration occurred in 1949 and 1950 

with the displacement of the Nationalist government. This group comprises 

people from various provinces of mainland China. Both the native—born and the 
mMainlanders have traditional Ciicnese culture, though each has characteristics 

according tc different iocal and situational backgrounds. The population change 

due to migration has stopped since i951. Socio=psychiatric observation has shown 

the occurrence and fiuctuation of mental disorder to be related to change in 

social and familial circumstances, especially among the displaced group. This 


study is specifically focussed on paranoid states which have come under obser— 


vation at the psychiatric clinic of the National Taiwan University Hospital. 
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In all, 83 cases of a paranoid state were diagnosed between January 1953 and 


August 1955. Typical paranoid schizophrenics were excluded from this series. The 
cases diagnosed as paranoid states showed persecutory delusions, ideas of refer— 
ence and delusions of jealousy in general, mostly combined with depression; agi- 
tation and apprehension. Some patients attempted suicide. Despite a delusional 
condition, the patients had maintained ego functioning to a large extent and were 
able to maintain normal daily activities. They were suspicious, irritable and 
res*less. Temper tantrums and destructive behaviour were noted. A large number of 
them had complained of insomnia, anorexia, headache and dizziness. The onset of 
the disorder was usually acute and only a small proportion appeared hallucinated. 
Only one fourth of the patients were sensitive, seclusive, a-social and assertive 
in accordance with a schizoid personality structure. 

An attempt has wen made in this study to view the characteristics of the para= 
noid reaction against the background of the patient's current situation and to 
highlight the relevance of the migretion factor and of the cultural component. 

More paranoid patients were noted among the immigrated mainlanders than among the 
native-born population. Out of the 83 patients, 60 were mainlander Chinese (2.65 | 
per cent of mainlander out-patients) and 23 were native—born Chinese (1.92 per cent 


of the native~born out+patients). Female patients prevailed. In all the main- 


landers the illness started after immigration. There has been an increase in the 


number of patients and a peak of frequency five years after immigration. More 
mainland females suffered from this disorder than males . The age range between 
26 and 35 was most frequent, and the majority of the patients were married and 
living with their families. 

Conclusions drawn from the patients observed, of whom six illustrative a 
histories have been reported, are the followings 
(1) Factors inherent in migration are of a stressful nature, such as breakup of 


families, and economic hardships; they arouse feelings of grief and of hostility 
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in the migrants. Various mental disorders are fairly common among migrants. 

The frequency of paranoid states is particularly high; they are attributed to 
projection of feelings of hostility. 

(2) Owing to the characteristics of the Chinese family structure, the oldest 

or the only son is particularly apt to develop mental disorders. The high val- 

_ uation and over-protection of boys in Chinese families predispose them to schiz— 
oid disturbances. Another factor to be taken into account is the emphasis on 
filial piety in Chinese culture, especially concerning the oldest son. 

(3) Marital problems constituted a major stress factor in the paranoid patients, 
eog. fear of impregnation in view of financial difficulties, inability to produce 
a male child, and interference by a domineering mother-in-law. Housing diffi- 
culties were obviously less marked in the native Formosan population than in 

the immigrants. 

(4) The clinical picture of paranoid reactions was much milder than that of 
paranoid schizophrenia. In the former there was less repression and disin— 
tegration of personality than in the latter. Consequently the prognosis of 


paranoid states is better than that of paranoid schizophrenia. 


A PSYCHO—DYNAMIC STUDY OF SCHIZOPHRENIC REACTION PATTERNS IN AN INDIAN MENTAL 
HOSPITAL—A PRELIMINARY REPORT, by K. Bhaskaran, Ranchi, Bihar, India. Int. Jd. 
of Soc. Psychiat., Vol. V, No. 1, 1959. 


An attempt is made to elucidate the role of cultural factors in the incidence 
and symptomatology of schizophrenia in India. Observations were drawn from 
patients of the mental hospital of Kanchi. The patients came predominantly from 
Northern, Eastern and Central India, with some 65% coming from the State of West 
Bengal. They were mainly drawn from urban or semi-urban areas, from upper or 
lower—middle class families and were almost al Hindus. 


Some Cultural Observations. Ancient Hindu traditions and beliefs pro- 
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foundly affect thought and action, despite the strong influence of European 


education and technology. The joint family structure still predominates, and 
marriage by parental arrangement still is the most common form. In the upbring- 
ing of boys, a high premium is placed on scholastic performance. Respect to 
parents and authority figures is highly extolled. Masturbation is strongly for- 
bidden and interest in sexual matters disapproved. Little intermingling with the 
opposite sex occurs. The child-rearing of girls is even more restrictive, with 
almost no opportunity to express negative feelings, individuality, or spontaneity 
of behaviour. Sexuality is powerfully inhibited. Segregation of the sexes is 
rigorously formalized. In marriage, stress arises from the self-effacement and 
self-sacrifice demanded of the wife when confronted with parental or husband's 
interests. She is honoured as a mother, but little considered as a wife; ner 
condition as a widow is especially difficult. In general, the influence of pub- 
lic opinion on personal conduct is enormous. The belief in reincarnation (and 
the consequences of one's actions on future lives) is still general. 

Observations and Comments. The following observations are based on 138 
first admission schizophrenics (89 males and 49 females): (1) A maximum number 
of cases were detected in persons between the ages of 20 and 29 in both sexes. 
(2) While a great majority of male patients were single, a majority of the fe- 
males were married. (3) Catatonic excitement, stupor, unclassified schizophrenia 
and simple schizophrenia affected the younger age group predominantly, while the 
paranoid type involved patients over 35. (4) Among first symptoms reported by 
immediate relatives of patients were, in order of frequency: irrelevant talk, de- 
pressive spells, lack of interest in surroundings, ideas of persecution, with-— 
drawal from social contact, diminution of initiative, wandering tendency, irritab- 
ility, restlessness, vague apprehension, hypochondriacal complaints, s leepless— 
ness and morbid suspiciousness. (5) While all the sub-types of schizophrenia 


were seen in both sexes, catatonic excitement and paranoid types were less fre- 
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quent in females. (6) An analysis of the unclassified type (manifesting a 
variety of symptoms such as hallucinations, poorly systematiz2d delusional 
ideas, inappropriate affect, apathy, etc.) in both sexes, showed that there 
was a preponderance of cases wish features of dullness, apathy, depression and 
lack of interest in surroundings in the female group. 

Discussion of Precipitating and Psychodynamic Factors. In general, 
catatonic excitement and stupor cases were associated often with readily 
identifiable precipitating factors as compared to the simple and paranoid types, 
whose onsets were more insidious. Precipitating factors included such disap— 
pointments as failure in examinations, stress associated with various enter- 
prises, the death of a near relative, and marriage. In women, child birth, 
abortion, desertion or non-acceptance by the husband were specially noticeable 
factors. 

In the younger group of male patients, conflict associated with masturba- 
tion was extremely common as an important determinant of the illness itself and 
of the symptomatology. In many cases social withdrawal followed closely first 
experiences with masturbatory activity and led on to other florid schizophrenic 
elaborations, such as ideas of reference, auditory hallucinations, and hypochon~ 
driacal preoccupations, often invoiving the genitals. In other cases, it led 
to depersonalization syndromes or depressive states with suicidal preoccupations. 
The latter group needs special emphasis, as many of these patients were admitted 
to the hospital with predominantly depressive features; further investigation 
established a diagnosis of schizophrenia. The cultural emphasis on the power 
of will, religious meditation and continence often accentuated conflicts and 
tension associated with masturbation. Because of this conflict and associated 
guilt, many of these men approached marriage with diffidence about their sexual 


adequacy, and if they were dissatisfied with sexual activity, readily blamed 


the marital partner for it. 
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In many paranoid schizophrenic men with persecutory ideas, coming from a 


joint-family, the persecutory agent was often the elder brother. In such a fan— 
ily, when the father dies or no longer can be the effective family head, the elder 
brother takes his place. Similarly, the joint family structure is reflected in 
married female patients, where mothers—in-law and sisters-in-law are often the 
persecutory agents; brothers—in-law were seen as seducers. 

Delusional ideas can fix on the concept of reincarnation: a patient may 
accuse himself of a heinous crime committed in a previous life. 

The high preponderance of features such as dullness, apathy, and depression 
in female schizophrenics might be attributed to the extreme restrictive environ— 
ment of childhood which produces a personality type that reacts to anxiety— 


predominantly with apathy and detachment. 


SCHIZOPHRENIA AS SEEN IN GHANA, by E.F.B. Forster, Accra, Ghana. Paper read at 
the II International Congress for Psychiatry, Zurich, Switzerland, September 4, 
1957. Congress Report, Vol. I, p. 151. 

This study covers a cross-section of the populations from all regions, from the 
primitive to the Westernized African, studied mostly at the only mental hospital 
in Ghana, at Accra. 

The problem of schizophrenia is influenced by local beliefs in magic, by the 
impact of Western civilization, the migration of labour groups and tropical dis- 
eases (i.e. yaws (syphilis), malaria, trypanosomiasis, sickle cell anaemia). 

In the hospital, 36 per cent of the patients were schizophrenic, the aver— 
age age being 32 years. The greater proportion were from the more highly Wes— 
ternized south. 

Aetiology. Shame, fear of compulsory hospitalisation and family "pride" 
made collection of a comprehensive history of patients difficult. 


The author believes that environmental factors (superstitious beliefs pri- 
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marily, an unwholesome family system of dependency, and poverty) merely pre- 

cipitate an illness for which the patient already has a predisposition. (0Or- 
ganic disorders, malaria, fractures, head injuries and pregnancies also have 

been precipitants. ) 


Symptomatology. The main features are disorder of behaviour and thought. 


Stilted mannerisms, antics, wild gesticulation, indecent exposure, violent 
motor storms, apathy, negativism, and flexibility cerea have all been observed. 

Hallucinations are mainly auditory and visual, featuring accusing or ab— 
usive voices. The Northern {more primitive) patient may see ghosts or fairies, 
while the Southerner complains of being controlled by such modern contraptions 
as the radio. Belief in witchcraft is manifest in delusions. Some patients 
believe that due to witchsraft their spirits leave the body at night and re— 
turn in the morning. Delusions of great wealth, claims of royal birth and 
connections with powerful chiefs are seen among the Ashantis (politically a 
highly organized people). 

The basic reaction type of mental disorder is the same everywhere, but 
environment and constitutional factors modify the picture somewhat. In Ghana, 
culturally patterned orientations of thought, such as beliefs in magic and 
spirits, ancestor worship, and the pronounced system of family dependency are 
all factors which affect the symptom constellation. 

The largest number of patients came from the South—-the most progressive, 
most Westernized region. There has been a steady rise in the admission rate 
from three per 100,000 in 1940 to 10 per 100,000 in 1953, and the total number 
of admissions represents .08 per cent of the total population. This figure, 
Tooth™ believes, represented only 10 per cent of the insane population of the 
country. 


The increase in the admission rates of schizophrenics in the parts of 
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Ghana undergoing radical culture change suggests that schizophrenia is a mntal 


illness directly related to radical changes in the environment and consequent in- 
ability of personality to handle the new and drastic changes, and therefore a 


phenomenon occuring wherever such social changes are taking place. 


PSYCHOSES IN AFRICA, by G.I. Tewfik, Bexley, Kent, England. Paper presented at 
CCTA/CSA/WFMH/WHO Specialists Meeting on Mental Health, Bukavu, March 10-18, 
1958. 15 pp. Mimeographed. 

In this paper certain aspects of African psychoses are discussed as the author 
saw them in Uganda. He does not restrict himself to schizophrenia, but he makes 
some remarks which are relevant to the problem of schizophrenia in Africa. 

In giving the diagnoses of 304 patients admitted over a six-month period to 
Mulago Mental Hospital, he diagnosed only one as suffering from schizophrenia, 
and 247 were undiagnosed. He feels that it was very difficult to give a figure 
for the incidence of schizophrenia. He feels that it is being grossly over— 
estimated in Africa, in view of the good prognosis and the small number of long- 


stay patients. He gives as his opinion that schizophrenia should not be diag— 


nosed until at least nine months have elapsed from the onset of the illness. 


REPORT FROM KUWAIT, by Luther Parhad, Kuwait, Arabia. Letter of July 20, 1958. 
"The observations of writers from Japan and India on the passivity and non- 
destructiveness of schizophrenic patients in the hospitals agree with what one 
sees here and in all the Arab countries. To my mind this is a reflection in 
psychoses cf the fatalism which is seen universally in the Eastern cultures. 
Characterologically speaking, most of the male population in these cultures are 
passively aggressive, and it is this basic character which is reflected in psy— 
choses as negativism, inactivity, and indifference. 


"Going back to the question of object relationship, I would like to confirm 
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my point, now that I have finished my study on the psychiatric illnesses among 
the ruling family of Kuwait. This family has over three hundred living mm 
bers; and is more than 200 years old. For all that period it has maintained a 
pure blood, as far as marriage is concerned, and among the 300 living members 
there is not one case of schizophrenia, and thus far I have not been able to 
trace such a case among the deceased generations. I have been obtaining his- 
torical information from the oldest living members of the family. There are 
other psychiatric illnesses, such as personality disturbances, neuroses, and 
socicpathic cases, but no schizophrenia. There are a few cases of manic de- 
pressives and some of psychoneurotic depressive reactions seen predominantly 
among the females of the family. I am studying in detail the family structure 
and the way the chiidren are raised from the day of birth. I am becoming con- 
vinced gradually that the dynamic factor lies in the way the children, espec— 
ially the males, are raised. I cannot elaborate on this point now, but I can 
assure you that the object relationship in these newcomers to the family 
develops uninterruptedly, smoothly, and very securely during their formtive 
years. This much I can tell you now about my observations on this relation- 


ship and its connection to schizophrenia in this family." 


SCHIZOPHRENIA IN MARTINIQUE, by M. Despinoy, A. Benoist, and J. Mares,Fort—de—France, 
Martinique. Congres Medical des Antilles de Langue Francaise, Haiti, 
March, 1958. 


This is a study of 368 schizophrenic patients admitted to the Mental Hospital 
of Martinique since 1953. 
The authors first state their diagnostic criteria of schizophrenia: dis— 
sociation, affective disturbance, and autism are the basic, necessary symptomse 
Cases of well "encapsulated" paranoic and iets states are not included. 
. Patients were classified in terms of the four main sub-forms of schizo- 


phrenia. For patients in their mid-twenties, it has sometimes been difficult 
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to differentiate between the hebephrenic and paranoid forms. 


In Martinique, African cultural vestiges are few. The economic level is low, 
and, technologically speaking, the way of life of an important part of the popula- 
tion is primitive. The population is 95 per cent Negro. 

Three issues have been considered: (1) schizophrenia's morbidity rate; (2) 
proportion of clinical types; (3) symptomatic peculiarities. 

(1) In a population of 240,000 an average of 73 cases of schizophrenia are 
detected each year. The mean age of the schizophrenic patient is 33. The life 
expectancy is 55. One may calculate the total number of schizophrenics in Mar- 
tinique as 1,600, which amounts to a morbidity rate of 0.66 per cent. Sjogren 
found 0.60 per cent, Von Verschner 0.85 per cent in Europe. Thus the morbidity 
rate does not differ significantly from that of Europe. 


(2) Equally, the distribution of sub-forms corresponds to that reported from 


Europe. 

% in Martinique % Fisher 
Paranoids 48 46.0 
Hebe phrenics 31 32.5 
Catatonics 13 12.5 
Simple form 8 9.0 


100 % 100.0 % 


The authors suggest that the rarity of paranoid states asserted by some investi- 
gators is spurious and due to failure to establish sufficient contact to explore 
the patient adequately. 

(3) The only marked characteristic feature as compared to European schizophren— 
ics is the predominance of magical and/or mystical delusional themes. Rorschach 
tests confirm the basic similarity of the schizophrenic psychopathological struc— 
ture in Martinique with that found in Europe. The rate, as associated with fac-— 
tors of heredity, is the same also. 


Thus the incidence and the nature of schizophrenia seem, to a large extent, 
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not to be related to special cultural and racial factors in Martinique. 


LA SCHIZOPHRENIE EN HAITI (Schizophrenia in Haiti), by Louis Mars, Port—au- 
Prince, Haiti. Bulletin du Bureau d'Ethnologie, Haiti, No. 15, March 1958, 
21 pp. Reprint. 


Dr. Louis Mars contends that mental illness is much more frequent in Haiti than 
it is usually assumed. The great majority of these patients are not seen by 
the psychiatrist. In fact, considering the general poverty of the Haitian pop— 
ulation, the distressing economic problems of the common man, it is surprising 
that there is not more mental illness, more crime and more suicide. This para- 
dox is explained by the fact that powerful ways of emotional relief are provid— 
ed by popular religion (Voodoo), by official religion (Catholicism), and by 
certain cultural features of Haitian life. 

Dr. Mars gives several case histories of Haitian paranoid schizophrenic 
patients. He emphasizes that the basic features of schizophrenia are the same 
in Haiti as in the other countries. The cultural setting is often reflected in 
the disease, although in a fragmentary and distorted way. One or the other cul- 
tural feature is disconnected from its context and utilized in the delusional 
system of the patient. For instance, a woman patient had delusions of persecu- 
tion and believed that there was a plot against her. She knew it because she 
received information about it from her personal "loa," a Voodoo deity (which 
apparently played the role of a guardian spirit). In another instance we see 
how the process of schizophrenic dissociation is expressed in a mixture of cre- 
ole (the everyday Haitian speech) and French (the official and administrative 
language), as spoken by the patient. 


Still more interesting is the frequent occurrence of acute paranoic 


reactions. An individual is under the stress of growing difficulties and 


repeated failures; he becomes suspicious, hostile; he feels persecuted; he 
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begins to irritate and accuse other people in turn. In Western civilization this 


individual would be considered as mentally ill and sent to a psychiatrist. The 
situation in Haiti is quite different. A kind of spontaneous collective psycho- 
therapy takes place. People listen with sympathetic attention to the patient and 
start to look for a job for him, even for a well~paid one in accordance with his 
capacities. Gradually the projections recede and the individual is reintegrated 
into his community. Should this means fail, there remains another drastic one: 

a diviner is consulted and designates an alleged responsible individual, who is 


now treated by the patient as a scapegoat. 


CONSIDERATIONS SUR LA SCHIZOPHRENIE DES RURAUX, by Gilles Paul—Hus, Montreal, 
Canada. Cane Psychiat. Assoc. Je, Vol. 5, Noe 1, Jan. 1960, ppe 20-23. 


This is a preliminary study of schizophrenic reactions observed in French=- 
Canadian farmers. 

After a brief outline of some cultural characteristics of French Canadians, 
the author reports the case histories of young schizophrenic farmers examined at 
St. Jean de Dieu Hospital, Montreal. Special attention was paid to the following 
areass mental development, physical illnesses, schooling, work, delusional mater— 
ial and ideas of reference, and parental acceptance or rejection. 

After a psychosexual and physical development considered normal by the fam- 
ily, the young schizophrenic typically leaves school at about the 5th grade. He 
is described as shy but hard-working, and is known to drink heavily during the 
weekend; usually he does not mingle with girls. 

The importance of religion in his "milieu" is evident in the unusual amount of 
religious material in the content of delusions and in the ideas of reference and 
in the objects of delusional identification manifested by the patient. I™dentifi- 


cation with God, whether in His sufferings or His triumph, is quite frequent. 


When recovered from the acute phase of the psychosis, the young schizophrenic is 
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usually well received by his family. 

The following tentative suggestions are made on the basis of the observa— 
tions noteds (1) Psychoanalytic treatment and deep sailed are not 
usually indicated or successful in dealing with these patients. (2) As soon as 
the acute phase is cleared by somatic means, the patient should be returned 
home rapidly. (3) His religious ideas should be more carefully scrutinized to 
get a better understanding of his emotional problems. (4) a hebephrenic reac~ 
tion does not necessarily indicate a poorer prognosis than a paranoid one. 

(5) The factor of heredity is more marked in that there are frequent marriages 
between close relations, but there is no proof that this factor is especially 


productive of schizophrenia. 


SCHIZOPHRENIC JAPANESE CANADIANS AND THEIR SOCIO—CULTURAL BACKGROUNDS, by Shogo 
Terashima, Fukuoka, Japan. Canad. Psychiat. Assoc. J., Vol. 3, Noe 2, April 
1958; 53-62. 


On the basis of the examination of three second generation Japanese Canadian 
schizophrenic patients, Dr. Terashima concerns himself with the relevance of 
socio-cultural factors in the aetiology, development and symptomatology of the 
disease. In each of the three cases studied, the parents had immigrated to 
Canada during the early part of this century, were still alive and could be 
examined. The interrelationship between the first generation (Issei) and the 
second (Nisei) and its bearing on the development of the disease was the object 
of the study. 

Assimilation was slow and acculturation minimal in the Issei generation, 
mainly because of the persisting dream of eventual return to Japan. Like other 
minority groups, they were subjected to a fair amount of discrimination. Hav— 


ing failed in assimilation and acculturation to the Canadian scene, they hoped 


that their children would be more successfully integrated. Inevitably, however, 
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tension arose in areas where the two value systems required contadictory behaviour. 


Characteristics of family structure played a paramount role in the developing diffi- 
cuities. Emphasis on the obligation of the children towards the aging parents, 
the traditional respect for the parents, and marriages arranged by the parents, 
all conflicted with value systems in the new culture. In addition, the unques—- 
tioned absolute supremacy of the father and the absolute self-sacrifice of the 
mother ran counter to existing trends in the surrounding majority group. Lack 
of acceptance by the dominant Canadian society on the one hand, and rejection by 
the Issei as not "good" Japanese on the other, forced the Nisei to become a truly 
marginal group with enforced dependency on their own ethnic community. 
Schizophrenic withdrawal has been regarded as a defence against overpowering 
feelings of guilt and anxiety which can be traced back to difficulties in early 


interpersonal relations, such as those created in these "socially closed" families. 


CULTURAL VARIABIBS IN THE BEHAVIOUR PATTERNS AND SYMPTOM FORMATION OF 15 IRISH 
AND 15 ITALIAN FEMALE SCHIZOPHRENICS, by Berta Fantl, San Francisco, California, 
U.S.A. and Joseph Schiro, Union Grove, Wisconsin, U.S. Intern.J.SocePsychiato 
Vol. IV, Now 4, Spring, 1959, pp. 245-253. Reprint. 


The objective of this study was to compare Irish with Italian schizophrenic pat— 

ients. Two groups of 15 females each, as homogeneous as possible, were drawn 

from the files of the New York State Psychiatric Institute. The data obtained 

were compared with those of Marvin Opler in his similar study of male schizophren— 

ics of the same two subcultures (see Opler, Marvin K. and Singer, Jerome L. 

"Ethnic Differences in Behaviour and Psychopathology," Intern. J. Soc. Psychiat., 

Vol. II, No. 1, Summer, 1956). 

In contrast to Opler's findings, which indicate a large proportion of overt 

homosexuals among Italian male patients, no case of overt homosemality was found 

' in either the Italian or the Irish female group. The rate of alcoholism in female 


Irish patients was lower than that of Irish male patients, but higher than that of 
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Italian female patients. As in Opler's study, the incidence of impulsiveness, 
of unruly behaviour, and of difficulties with authority figures was more pro- 
nounced in the Italian group, and the incidence of guilt over sexuality much 
higher in Irish patients than in Italians. Aimost all the Irish female patients 
Showed delusions and hypochondriacal symptoms, i.e. a much larger proportion 


than in the Italian female group. 


A COMPARISON OF ITALIAN AND "YANKEE" SCHIZOPHRENICS, by Anne Parsons, Belmont, 


Massachusetts, U.S.A. 

For the past four years Dr. Parsons has been engaged in a comparison of schizo- 
phrenic manifestations in Italian and U.S. patients. Her studies were carried 
out first in Boston and then, concerning Italian patients, in their home en— 
vironment in Naples. She has sent us the following abstract of her work: 

When the schizophrenic is considered in his cultural context, it is very 
easy to find features of his illness and personality which make sense in partic— 
ular cultural terms. At the same time,there is also considerable evidence to 
indicate that schizophrenia may be diagnosed under a very wide variety of socio- 
cultural donditions, i.e. that there is also something which is the sam about 
all schizophrenics regardless of cultural background. This seeming paradox is 
@ significant problem in the cross-cultural study of schizophrenia and it 
raises several questions: To what extent is psychiatric diagnosis actually 
describing the same phenomena when used cross—culturally? If there are 
features of schizophrenia which occur in all cultures, what are they? What 
specific features might vary in relation to cultural factors? 

With these questions in mind, I went to Southern Italy to spend 18 
months interviewing and observing female schizophrenic patients in the Pro= 
vincial Psychiatric Hospital of Naples. Southern Italy seemed to be a par— 


ticularly interesting place to conduct the study precisely because, from the 
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standpoint of so many "culturalist” theories, one would not expect to find schizc— 


phrenics there. A centripetal family system and general emphasis on sociability 
would seem to militate against social isolation and withdrawal. Furthermore, 
Neapolitans in particular are not noted for their introspective qualities or emo- 
tional restraint. Three years' experience in research and attending psychiatric 
conferences at a psychodynamically oriented private hospital in the United States 
provided the comparative background and some hypotheses concerning expected dif- 
ferences as a result of observing Italian—born schizophrenic women in Boston. 
First, I was interested in whether the diagnosis of schizophrenia was used in the 
Same way in Boston and Naples. One attempt to test this gave an affirmative 
answer; of 25 cases selected for systematic research in Naples, schizophrenia was 
the official hospital diagnosis in 20 when several specific terms (dissociative 
syndrome, paranoid psychosis, etc.) used there were summed up as equivalent to 
the broader group of "the schizophrenias" as defined by many American psychia- 
trists. My diagnoses were checked by two senior psychiatrists in England and the 
United States, respectively. Five were discarded from an original sample of 30 
either because of errors due to my inexperience or because the two judges failed © 
to agree or considered the cases complex or mixed ones. However, this test has 
led me to believe that although some cases pose complex questions to the psychia-— 
trist even within a single culture and although factors other than scientific 
ones may go into making an official diagnosis, the schizophrenic episode as a 
phenomenological reality can be discerned by the experienced psychiatrist in 
Naples just as well as in Boston. This is true in the case of an illiterate 
peasant patient who believes himself bewitched as well as for an American college 
student who reads Freud during his breakdown. 

The next, and far more complex, set of questions concerns the respective 
areas of cross-cultural similarity (which mst exist if a common diagnosis can 


be made) and the cross-cultural differences. I have made two systematic attempts 
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to pull together some relevant observations. The first consists in the writing 
up of a case observed in Naples (to be published as "A Schizophrenic Episode in 
a Neapolitan Slum," in Psychiatry during 1961). It is an account of the first 
breakdown and subsequent social recovery of 0.Ee, a young woman who grew up in 
the most crowded of the slum areas of Naples and who, following her marriage 
and first delivery, was hospitalised in the Provincial Hospital with acute 
psychotic symptoms. The most striking of these were hallucinations of shadow 
women who hit her at night, a belief in impregnation by means of the soul of a 
bird belonging to a woman friend, and an intense jealousy surrounding a fear 
of sexual relationship between husband and her mother or sister. Information 
concerning the breakdown led me to see it as related to a complex family sit— 
uation. The mother had pronounced upward status aspirations which the father 
either did not share or was completely unable to realize, given the objective 
socio-economic situation. There was also an unresolved courtship difficulty. 
The patient had eloped and married over strong opposition from both parents, 
and she subsequently failed to resolve the estrangement from the mother, who 
was little involved when the patient's child was born. 

Social recovery, on the other hand, involved a very marked accentuation 
of the patient's interest in her husband and child and a renewed identification 
with her family, including partial reconciliation with the mother. The im- 
portance of the maternal attachment appeared in the patient's relationship 
with me. Although initially dissociated and openly deluded, she was fairly 
confidential. However, she did make an abrupt about—face when I hinted that 
she discuss difficulties in relating to her mother. Instead, she became far 
less confidential, showed social improvement at about the same time, and began 
to pressure me strongly to help her to obtain discharge so that she could care 
for her child. On one occasion she became extremely defensive when another 


patient suggested mental illness makes one lose interest for a child. With 
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considerable vehemence, she reaffirmed her own respectability as a mother devoted 


to her child. Her hostility was then directed toward me for failing to secure her 
discharge. She did secure discharge soon after and returned to a kind of alter- 
nating dependency on mother and husband, showing considerable emotional instabil- 
ity, but no open psychotic symptoms or confusion. 
This case I have then discussed with respect to possible similarities and 
differences seen in psychotic patterns common in middle— or upper-class practice 
in the United States. First, on the descriptive level alone a number of factors 
indicate that the patient did indeed have a psychotic episode. For instance, while 
fighting with her shadow women, it was evident both to intimates and to psychia- 
trists that she was “out of contact" with her own immediate social reality. On 
many specific points both thinking and behaviour could be defined as "inapprop- 
riate," even allowing for the fact that appropriateness by the social standards 
of a Neapolitan slum differs from appropriateness as seen by a scientifically— 
oriented psychiatrist. Thus, jealousy was too common in her milieu to be re- 
garded, of itself, as a pathological symptom. Before the psychosis, her husband 
had taken her jealous outbursts as a sign of affection and her father had been 
so jealous of the mother that he disfigured her with a razor to make her unattract— 
ive to other men. However, the patient's jealousy of her mother and sister differs 
from the Neapolitan normal in that it is not generally assumed that illicit af- 
fairs are a constant danger within the family (e.g. between mother-in-law and 
son-in-law), as the patient most feared. There are specific conventions regard- 
ing jealousy, as when the patient's father disfigured the mother in a ritualized 
way, and thus accepted the commitment to marry her himself afterwards. The pat— 
ient was unable to conform to any specific framework of expression at the time 
of breakdown, but fighting with shadow women instead was conditanet Crazye 
Secondly, many of 0.E.'s specific concerns and statements lent themselves 


to a psychoanalytic interpretation not substantially different from those made 
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in other cultures, e.g. a concern with homosexual attack, delusion of im 
pregnation by a woman closely identified with the self, and an intense (oral) 
dependency on the mother. 

But, at the — time, many features of 0.E.'s behaviour seemed more 
closely related to her culture. First, although conflictual, the highly 
dependent post-marital relation to the mother was not in itself contrary to 
social norms, and after ae re was thus possible for her to re- 
establish close daily contect with the mother even as a married adult. (Such 
overt dependency almost inevitably brought irresolvable conflicts for the 
American upper-middle or upper-class patients observed.) Secondly, the pat— 
ient's ability to express emotions or establish social contacts (even outside 
such a familiar context as the relationship with myself) did not appear as 
inhibited as is often assumed to be the case for schizophrenics. Rather, it 
seemed that the social recovery took place partly because of her culturally 
reinforced ability to express and dramatize affects through rhetoric and 
gesture. A careful consideration of the illness and recovery makes it ap— 
parent that one could not use a simple theory of catharsis to explain this 
event, saying she had simply expressed the conflicts and so had recovered. 
If membership in an expressive culture such as the South Italian were suffi- 
cient to resolve intra-psychic conflict, one would wonder why she became ill 
at all. Rather, one might say that even in spite of the dramatic ability, 
the improvement was nevertheless based on a repression of certain conflicts 
and a re-establishment of defence nenbentien. This ability to dramatize can 
in turn be related to available cultural defence mechanisms. In a Neapolitan 
slum such dramatic capacities have considerably more significance than the 
ordered rational coherence or self-understanding which Freud takes as the 
essence of the ego. 


A second attempt ("Family Patterns in South Italian Schizophrenics," 
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for publication in the A.M.A. Archives of General Psychiatry, Fall 1960) centres | 
on the analysis of patterns in the patient's family relationship as analysed for 
the 25 cases studied in Naples. Although extreme social isolation does not ap— 
pear to be characteristic of South Italian schizophrenics, some recent psychiatric 
work has described other potential types of pre—schizophrenic adaptation. Mar-— 
garet Mahler in studying dhildhood psychosis has distinguished between the autis— 
tic pattern of the child who treats people as if they were things, and the sym 
biotic pattern of the child who is unable to differentiate himself from intimates. 
Although the distinction might be somewhat more difficult for adult schizophren- 
ics, of these two patterns, symbiotic dependence seemed more likely to occur in 
southern Italy where family structure encourages dependency to a greater extent 
than does the middle-class European or American family. Thus, the hypothesis that 
Symbiotic dependency would be characteristic was considered in the light of the 
Italian material. 

Actually, when the patient's relationships to the closest family members were 
considered in detail, this initial hypothesis began to appear much too simple. 
First, a number of distinct patterns and types of social disturbance appeared. In 
four instances the patient seemed to have had an "exclusive dyadic" relationship 
to one parent, at radical cost to the other family ties. (Thus siblings, the 
other parent, or more distant kin seemed hardly to exist for the patient.) And in 
another five instances, although it was less conspicuous and the known general 


family disturbance was less, such a relationship could be hypothesized. But for 


four other patients (including 0.E.), it was fir more difficult to isolate a single 
significant person. Rather, the patients seemed to be continually involved in a 
process of competition and jealousy involving several persons, @coge OE. am her 
sister continually competed for the mother's attention. And finally, there were 
seven patients who showed something much closer to the social isolation which has 


so often been considered characteristic of the schizophrenic. Although several of | 
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these patients had a strong sense of identity with the family as a whole, 
evidence for any particularly close reciprocated relationship within it was 
lacking. In this group, four patients stood out because, as adults, they had 
turned away from the natal family. They either worked as maids or married and 
allied themselves with the husband or in-laws. Thus, they seemed to increase 
the distance from a family in which they failed to receive emotional gratifi- 
cations, in contrast to the patients in the first groups, who seemed unable to 
break away from reciprocated and highly important family ties. 

Some of the limitations on the initial hypothesis have been considered. 
The symbiotic dependency, rather than the isolation pattern, was expected be- 
cause of the centripetal nature of the Italian family. However, a careful 
enough distinction was not made between the structure of the family as a whole 
(centripetal versus the American centrifugal), and the more complex question 
of inter—individual relationships within it. Thus, if a pre-schizophrenic is 
to be symbiotically dependent on a particular person,this person must recipro— 
cate; and if the dyad is exclusive, he or she cannot have competing ties. In 
the second type of case, such as 0.E.'s, the patient did have competitors (the 
mother being very attached to the sister), and thusm intense jealousy appears 
and family relationships become highly unstable. But in the third group, the 
isolates, it seems that the patient was unable to secure a partner in symbio— 
sis. Thus, a further hypothesis was tested with positive results, namely that 
whether or not a patient becomes involved in an exclusively dyadic or compet— 
itive relationship will depend partly on family size; in fact, all of the 
more isolated patients came from large families. 

The data have also stimulated consideration of some of the other as— 
sumptions behind the initial hypothesis, as for example, the assumption that 
South Italian patients might break down only on the death of a crucial person 


(e.go the mother) after having adapted fairly well on a dependent basis pre— 
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viously. This hypothesis did not work out, perhaps because the dependency it— 
self was so closely bound up with intense aggression which appeared in social 
crisis events such as courtship. The study has also pointed to ways in which 
microscopic variations in family structure may have importance. The model of 
the centripetal "traditional" family with which I began, for instance, proved 
more appropriate for the rural cases than the urban ones (and not always ap- 
propriate even for them), the urban lower class Neapolitan family being in 
many ways a very individualistic one. Finally, it was felt that further com 
parative study of schizophrenic families can be of crucial importance in psy— 
chiatric research, especially in that comparative work may help the psychia- 
trist to avoid judging family patterns as pathological simply because they do 
not conform to his own expectations. But, at the same time, this work points 
to many similarities between schizophrenic patterns seen in southern Italy and 
in the United States, particularly in the work of Dr. Lidz and his associates. 
It also reveals that the anthropologist studying pathology should be particu- 
larly careful to avoid the opposite fallacy of considering behaviour "normal" 
simply because there is some correspondence to patterns that he knows typify 


the relevant culture. 
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CASE I 3 JAPAN, by David P. McAllester, Middletown, Conn., U.S.A. and Kei 
Hirano Howes, Boston, Mass., U.S.A. 19 ppe Mimeographed. COMMENT by 
Douglas G. Haring , Syracuse, N.Y., U.S.A. 6 ppe Mimeographed. 1957. 


In the case history of the Japanese patient presented below, the psychosis 
seems to have had its origin, to a considerable extent, in the conflicts 
produced by drastic culturai change. The case indicates some of the par— 
ticular psychological pressures in contemporary Japan and suggests the im- 
portance of cultural factors in schizophrenia. 


Japan Today. During the 60 years before 1945 the Japanese nation was 
undergoing a gradual transition from the feudalism of the Tokugawa Shogun- 
ate to a Japanese style of Westernization. Signaiized by the Meiji Restor— 
ation in 1868, a more or less voluntary turn towards Western models re- 
sulted in an industrial revolution which gathered momentum and made Japan 
a world power within 50 years. 


But Japan today cannot be understood without some picture of the 
feudal period that precedsd 1868. By the genius of Ieyasu Tokugawa, the 
first Shogun to rule a unified Japan, a unique and highly crystallized 
way of life was established. “Hierarchy” is perhaps the key werd (1). 
Every relationship was formalized, often actually by sumptuary law, in 
terms of dominance and submission. The language contains an implicit 
sociological outline in the many respect terms of varying degrees required 
in proper speech. Iuty and obedience, a rigid code of obligation to the 
emperor, the state, one's lord, one's parents, one's family and one's 
name were elaborated during the 250 years of the Shogunate and enforced 
by every sanction in the culture. Individual rights and needs were played 
down, failure was not condoned (2). A delicately subtle, formal and im- 
personal art was developed in literature, theatre, painting and music. 
‘Discipline and control were emphasized here as in all Japanese life (3). 


It may be asserted that Japan's defeat in World War II involved 
more of a cultural revolution than any other in recent history. The 
tradition had been in slow transition from the turbulent years just before 
1868; baseball had become the national sport, there was a symphony orches~ 
tra, in the 1920's and early 1930's there was a dadaist movement in the 
arts, as in Burope. Liberalizing trends such as the beginning of trade 
unions and female suffrage societies could be discerned, but basically 
Japan remained Japanese. A strong belief developed in the high destiny of 
Japan as the leader of Asia. Japanese mythology and family feeling evolved 
into state Shinto and the cult of the emperor. The omnipresent spies and 
secret police of the Tokugawa period continued in the minute official sup—- 
ervision of the modern era. The family—community orientation carried over 
into industry where the head of the corporation stood in loco parentis. 
The new law and the new military were based on models congenial to pre- 
vious Japanese orientations——those of Prussia. The "Japanese spirit” was 
invincible and the ultimate morality (4). 


With defeat and occupation, older brother suddenly and forcibly be— 
came younger brother——the definition of chaos to the Japanese mind. Com 
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plete women's suffrage, government—protected trade unions and Anglo-Saxon 
law were imposed by the Americans, and an American comic strip was printed 
on the front pages of leading Japanese newspapers. It is not too much to 
Say that most of the basic values in Japanese life were now challenged with 
irresistible force. Even before the end of the war, many young Japanese, 

as conquerors or as prisoners, experienced a wide range of culture contacts, 
hitherto quite rare, with Americans and Russians, Chinese and other Asian 
peoples. The conflict of values which arose because of these contacts 
seemed to be settled by the defeat of Japan: the figure of Japanese author— 
ity from the father to the Emperor, was suddenly catastrophically deflated. 


A great many young people manifested shock and anxiety in this sit- 
uation by anti-social behaviour such as sex crimes, drug addiction or sui- 
cide. Another reaction was to seek a new figure of authority such as the 
occupying American or the Great Bear of Russia (5). 


Add to this picture a ruined economy and massive unemployment and the 
stage is set for the case history below. 


The Case of Ken Wada. Ken Wada is 28 years old, a former soldier and 
recent graduate of a university in Tokyo. He was admitted to a mental hos-— 
pital in 1952 with hypochondria and delusions of persecution. He complained 
of being labelled a Communist, of being persecuted by an unknown detective 
and of suffering from malignant venereal infection. 


Although his neurotic symptoms go back a number of years, Ken's prob— 
lems began to miltiply after July, 1947, the date of his return from a Rus- 
sian prison camp in Siberia. After a brief rest, he resumed his studies at 
the college he had been attending before the war. He majored in economics 
and found most of his fellow students inclined towards Communism. Ken and 
his best friend, Takeo, also took up Communism enthusiastically and both 
were elected to the student Communist Committee. Because he had been educa- 
ted by Russian Communists while in Siberia, Ken became very popular. 


According to Ken, his friend Takeo was a masculine, realistic type of 
person. A close, somewhat homosexual relationship grew up between the two, 
although Takeo formerly had a girl friend, and this fact caused Ken to feel 
envious and inferior. After about a year of this friendship, Takeo passed 
the entrance examinations to the Tokyo National University and from that 
time he gradually changed his philosophy, becoming much more conservative. 
This was in conformity with the general political trend in Japan. 


So as not to be separated from Takeo, Ken decided that he too would 
try for admission to the Tokyo National University. However, he did not 
want to appear to be competing with his friend nor was he able to change his 
political views as Takeo had done. He began to feel a conflict between his 
friendship and his Communist principles. His Communist friends became crit- 
ical of his wavering attitude and Ken sensed that he was alienating them. 
His period of popularity was over. 


At the same time, Ken's father began to raise serious objections to 
further schooling. A self-made, successful businessman, he did not value 
education highly and opposed Ken's desire to enter the Tokyo National Un-— 
iversity. Though he could have easily paid his son's way, the elder Wada 
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refused and precipitated vehement family quarrels. Ken's mother sided with 
him and in the course of the family crisis she became depressed, developed 
hypochondriacal symptoms and took to her bed for nearly a year. 


This year brought Ken further defeats and anxieties. In spite of his 
father's opposition he went on to take the entrance examinations and failed. 
In 1948 the government began a political housecleaning and Ken feared that 
the purge would reach him, because of his former activities. He alternated 
between panic and depression to which were added pangs of conscience over 
what he felt to be his cowardice and inconsistency in not maintaining his 
principles. 


During this same period Ken had his first heterosexual experience. 
His partner was a somewhat older divorcee who had joined the household to 
take over his mother's duties while the latter was ill. The adventure was 
a great disappointment. Ken felt none of the expected pleasure but only 
guilt instead, and the woman informed him that he was impotent. 


In the fall of 1949 Ken secured admission to another university in 
Tokyo, a turn of events which brought about further deterioration in his 
relations with his father. The father claimed that education was ruining 
his son and refused to give financial support. Ken was supported instead 
by his two younger brothers. Following their father's wishes, these two 
boys were already working, but they gave money to Ken to further his 
schooling. Ken's feelings were now divided between resentment of his 
father's attitude and guilt for the uncomfortable position he had created 
for his mother and brothers. 


He continued to see his friend Takeo occasionally and the latter en— 
couraged him to visit brothels in order to achieve masculinity and in the 
hope that he might form heterosexial attachments. The symptoms only be- 
came worse, however, and Ken now became convinced that he had contracted a 
malignant venereal infection. He visited one urologist after another, but 
nothing could reassure him. 


Takeo now became preoccupied with his final examinations and Ken was 
left feeling acutely lonely and disappointed. He reports feeling as if he 
were standing on the brink of a precipice, or falling into a deep well. 
Turning from Takeo, he asked his mother to find a decent girl for him to 
marry. Soon after this his parents introduced him to the daughter of a 
professor of medicine at a nearby university. They became engaged, but Ken 
remained undecided. During the summer vacation of 1951, Takeo visited the 
Wadas and met the girl. He criticized her strongly to Ken who became 
"confused," quarrelled bitterly with his friend and finally broke the en- 


gagement. 


By autumn, Ken's symptoms were much more acute. He began to feel 
that he had lost all sense of time. Time had stopped; it had no meaning 
for him. In the spring of the year he took his final examinations, he re—- 
calls feeling during these tests as if he were groping in darkness. Dur- 
ing the examinaticn period he visited the room of one of his classmates. 
He revealed a great fuct which he had just discovered. "Everybody," said 
Ken, "Except me, belongs to 'society.' 'Society' is against me. The only 
other person who doesn't belong is 'Mummy'." He began to shout, "I want 
a Mummy$ I want a Mummy {" His friend tried to calm him. He advised him 
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to use the word "sweetheart," or "girl," instead of "Mummy." The word 
"Mummy" had for Ken, however, the indescribable sense of what he wanted. 
He did not want a sweetheart or a girl friend; he wanted a Mummy. 


He barely passed his examinations and was graduated from the univ~- 
ersity in the spring of 1952. He took a job in a fire insurance company 
but was unable to do any work. He put a book on his desk and pretended © 
to read ite His family passed his case off lightly as a mild neurasthenia, 
but he, himself, considered that his condition was serious. He visited an 
out-patient clinic, was diagnosed as a schizophrenic and recommended for 
hospitalisation. 


Family Background. Ken's father was born in a fishing village, the 
second son in a family of eleven. The grandfather was an impoverished 
fisherman. As soon as he finished elementary school, Ken's father went 
to Tokyo where he took a job with a construction company. In Tokyo he fin- 
ished high school after working hours and eventually became very successful. 


Ken's mother grew up in a troken home, her parents having been di-~ 
vorced when she was very young. At the age of 10 she was adopted by a 
naniwa—bushi katari (travelling story teller) with whom her mother had be~ 
come intimate. After this her life became semi~nomadic, as her foster— 
father's work took him from city to city with no fixed abode. Her marriage 
to Ken's. father was a family arrangement. Her foster—father was the great 
uncle of Ken's father, who became his adopted son by this marriage (6). 


Ken's parents were not happily married. By the time they were mar- 
ried, the foster~father was drinking heavily and the mother was suffering 
from a hemiplegia caused by brain hemorrhage. Ken's parents were forced to 
live separately for a while because of the demands of the foster—father, 
that Ken's mother must take care of her foster-mother, and this situation 
contributed greatly to the dissatisfaction of the young couple. Another 
complicating factor was the unsought love of the bride's young brother—in- 
law, a sensitive, cultivated college student. Ken's mother felt herself 
drawn to him because of his sympathy and understanding. She was always 
rather nervous and delicate in her health. After the death of her foster— 
mother, she moved back with her husband to the great anger and frustration 
of her foster-father, who shortly thereafter hanged himself. 


Ken was a shy, timid, introverted child. He remembered his child- 
hood as very insecure because of the constant quarreiling of his parents. 
For example, Ken recalled an incident at the age of two, when his father 
beat his mother and the latter, who was pushed to the wall, bit her hus— 
band’s finger in her despair. Ken was paralysed by a nightmarish fear 
while watching this. The mother ran away from the home, accompanied by 
Ken, and went to her brother-in-law. This precipitated serious quarrels 
with her husband, in the presence of Ken. Another incident: the mother 
disappeared suddenly and Ken waited for her, with two younger brothers, 
under a dim light and cried because of fear of being abandoned. He began 
stammering at the age of five and had a peculiar habit of holding his fing- 
ers to his nose and sniffing them. His school record was not good despite 
the fact that his intelligence was above average. When Ken was 12, his 
father was transferred to the Seoul branch of his company, taking his fam- 
ily with him. This period of his life was a relatively peaceful time for 
Ken, and his school records showed improvement. 


By the time he was 17, one of the significant events of Ken's life had 
taken place. He was still living in Korea at the time and he joined the 
Korean students in their strike against the Japanese teachers at the school. 
The outward reason given for these strikes was the re-establishment of stu— 
dent discipline, but veneath the surface there was a strong hostility against 
Japanese teachers and Japanese militarism in Korea. Ken held out to the very 
end of the strike and was punished by suspension. 


The upshot of this rebeilion and its ensuing punishment was to make 
Ken very sceptical towards everything. He became nervous and depressed. A 
family crisis developed, the futher blaming Ken's mother for his rebellious 
behaviour. 


A year later, Ken passed the entrance examinations to a college in 
Tokyo and there began to stucy economics. He met Takeo, was drafted into the 
army and was sent to North Korea. Nine months later Japan surrendered and 
Ken was captured by Soviet forces. 


Discussion. The dilemma in this case is not unusual in present-day 
Japan; it is the conflict between generations, the problem of the cultural 
innovator faced with the solid opposition of a still powerful tradition. 


Ken's situation is an ancient one with modern overtones. To begin with 
his mother, characteristic of the Japanese housewife's response to her posi- © 
tion of inferiority in the family, lavished affection on the son and hoped 
to receive from him in return the love and sympathy she did not get from her 
husband. This is the situaticn in Ken's family. What is more, his mother 
was not a traditional girl. Her broken home, her wandering mode of life, did 
not prepare her to be the submissive wife of an uneducated traditional hus— 
band. The attentions of her cuitured brother-in-law must have helped in the 
formation of her resistance. 


With such a mother and with change and resistance in the air, Ken 
hed an alternative to the traditional extreme of filial piety. In various 
ways he expressed his challenge to his father's authority, though not with- 
out deep guilt. He rejected his role as eldest son, who in the image of his 
father would inherit responsibility for the "house." He rejected his mas— 
culinity, his father and his country-—almost a clean sweep of negation. 


In this case we see divided families, parental authority challenged, 
fathers blaming wives for the unacceptable behaviour of the children and 
new social institutions arising to meet the needs of a lost generation. 
Inevitably, there are psychic casualties such as Ken among the alienated ones 
caught between two ways of life. 


Of course, the culturul determinants in this case were not "sufficient 
causes" in themselves. But it may prove that a significant part of the 
quality of a schizophrenia, or other psychosis, is derived from the partic- 
ular pressures of a culture and a unique period within that culture. We 
must look closely into the deep interrelationship between life history and 
the culture within which the life history is enacted. 
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COMMENT, by Douglas G. Haring, Syracuse, NeY., U.S.A. 6 ppe Mimeographed. 


The case of Ken reveals the general confusion that faces Japanese individuals 
—a confusion inherent in the complex and swiftly changing contemporary 
world. In Japan such confusion is multiplied by aspects of the traditional 
cultural heritage that are incommensurable with much of Occidental culture. 
Nevertheless, the Japanese have become full participants in a world civil- 
izatione They can no more revert to the nostalgically—viewed Japan of Toku—- 
gawa days than americans can call bask the pioneer epoch. Personal con- 
fusion inherent in obsolescence of standards of conduct appears in Italy or 
Germany or the United States even as it appears in Japan. Such confusion 

is bound to spread in Asia: Japan simply occupies the vanguard. Asiatic, 
European or American, the individual endowed by genetic constitution and 
circumstance with a tough-fibred personality manages to cope with his prob— 
lems, while some who are less fortunate respond to intolerable stress with 
neurotic or psychotic solutions. 


Individual Japanese encounter cultural incommensurables as sharp con 
flicts in daily decisions that are not easily reduced to a simple forma 
of elder versus younger generations. All of Japan's present senior gener- 
ation have lived from infancy with dilemmas of tradition versus innovation. 
Emphases shift with time, and the conflict penetrates more deeply into the 
minutiae of daily living; but the senior generation has lived with railways 
and newspapers, universities and cinema, arguments over Marxism, and women's 
magazines crammed with recipes for infant care, fashions and home furnish— 
ings. Much that originated in the West is now as commonplace in Japan as 
in Europe or America. Adoption of Occidental artifacts need involve no more 
conflict than does the inclusion of a Japanese~lacquered box in the decor of 
an American living room. The really basic conflicts emerge in the world of 
feeling— feelings about human relations as fundamentally hierarchical or 
fundamentally democratic, feelings that traditional roles no longer fit, 
feelings about the goals of existence, or feelings about marriage as a fam~ 
ily contract versus love as a psychological security that transcends passion 
and romance. 


Ken Wada's story has a familiar ring to anyone who has taught in a 
Japanese university. There is nothing recent about the general pattern; a 
tradition of student radicalism has been strongly established ever since 
early Meiji times. Adolescent rebellion against the authoritarian father— 
and against the authoritarian government as father-—symbol—was endemic in 
nineteenth century Japan as in Germany and continues unabated. The present 
senior generation read Karl Marx surreptitiously in defiance of the "thought 
police" and led the democratic movement of the early 1920's. Today's students 
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join the Communist party, cr at least accept its dominance in student activ- 
ities. Students strike at the least pretext, and boast of scars earned in 
riots against the police. Homosexual attachments and futile snatches after 
heterosexual adjustment complete the syndrome und have played analogous roles 
from medieval days. 


Ken, however, couid neither rebel nor conform according te a prescribed 

pattern. His confusion stemued from parental discord and the old terror at 
possible separation from his mother. His revolt was not the reletively un- 
complicated adolescent protest against patriarchal arbitrariness; his exper— 
ience included siding with Koreans against Japanese authority, followed by 
Communist indoctrination as a prisoner of war. Neither his family of origin 
nor his futile attempts to sct 2p a family of his own provided security— 
rather, they amplified nia insecurities. If the Communists "brainwashed" 
him at all, they did not complete the process: he had a rather chaotic super— 
ego to begin with, and the Comm:nists never provided him with a new one. 
Failing to become a fanatiz Communist who could welcome persecution left him 
at the mercy of his terror of police authority. The senior generation, hav— 
ing indulged in student ricts and nibbled at Marx, could move on to achieve a 
status of adult authority in a setting not too disrupted by alien ideas. 
Ken, neither samurai nor Ccmmunist, fascist nor democrat, paterfamilias nor 
iconoclast—-tied to his mother but without security in the tie, could find 
no way open amid the conflicting patterns of Japanese and Soviet authority 
and psychotically gave up his masculinity. 


His case is aimost tcc typical for clear delineation of specific as— 
pects of cultural conflict, as such. Obviously the external posings and 
varying roles of his personslity included incongruous cultural elements. 
There :'as not within his range of experience any generally accepted, clear— 
cut ethos that he could introject and by which he might have patterned his 
conduct; and this problem might be phrased in psychoanalytic terms of super- 
ego, in sociological teris of anomie, or in many other ways. The fact of 
confusion over the goals of personal existence is outstanding in modern 
Japan; it is revealed most dramatically in those who break down as did Ken. 


CASE II : JAPAN, by Moses Burg, Tokyo, Japan. 5 pp. typescript. 1960. 


This case occurred in the intensely complex psycholegical environment of 
ancient-modern Japan, A partial cutiine cf some briefly mentioned features 
is given below. 


The patient was a Japanese young married woman in Tokyo. A relative, 
Dr. D, explained thet although he judged her symptoms as requiring hospital- 
isation for paranoid schizophrenia, family conditions blocked this. The 
writer undertook ambulatory treatment and simultaneously treated the patient's 
neurotic husband. The patient's earliest memories were of being castigated 
by her mother for being slow, stupid, feeble and worthless. This became 
her basic life theme: first from the mother, then from the internalized 
mother and then, by projection, from everyone. She was abnormally slow in 
learning to walk. Her father, a brilliant intellectual, and her sister 
left her to the mother. At some time during childhood she had a fit, was 
in stupor and was diagnosed as having some mental disorder. In primary 
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school, convinced of her stupidity and hatefulness, she avoided all contacts 
and was dull in her studies. In the fifth year she was dropped from school 
for mental retardedness. Thenceforth she completely withdrew from society, 
Staying home all the time with no friends or acquaintances, intensely dom- 
inated by her punitive mother. During the patient's adolescence her parents 
were separated, the children staying with the father. The patient often had 
delusions of reference regarding her father's visitors. When the mother 
rejoined the home, a special form of Japanese marriage was forced on the 
patient whereby the groom, a detached neurotic, joined his bride's family. 
The two lived as exceptionally uncommmnicative, very hostile strangers. A 
son was born and the patient's father soon died. Her mother took control 

of the home. Presently the patient developed a delusion,which grew during 
several months, that her mother was plotting to murder her. A sudden delus— 
ion that the mother intended suicide and a scolding from the latter were 
followed by a nearly successful suicide attempt by the patient. The mother 
then moved out and the patient deteriorated. She would cower in room corners 
for hours, mute and terrified. Finally, she began demanding that her hus- 
band agree to her plan that they should kill their son and commit joint 
Suicide. Therapy then began. Initially she was mute, frozenly hostile, dis— 
played queer facial expressions, seemed sometimes out of contact and was 
very slovenly and bedraggled. When the therapist succeeded in establishing 
communication, she spoke as if mentally retarded. Therapeutic operations 
overcame this md liberated the strong intellectual ability which the therap— 
ist sensed. The patient had much trouble from tendencies toward over—liter- 
al thinking and ho tile misinterpretation of Japanese modes of communication. 
For instance, she violently opposed the Japanese custom of mutual bowing, 
which she regarded as an act of base degradation. She would become uncer— 
tain about nuances and levels of meaning of Japanese linguistic express-— 
ions. She often used autistic symbolism in expressing inner feelings. For 
instance, she would often remark, "The position of the Emperor of Japan 
should be abolished," i.e. the therapist was an intolerably tyrannical despot. 


Therapeutic advance enabled the therapist to elicit her deepest feel- 
ings. She explained that she was congenitally a contemptible, useless crea- 
ture, a totally stupid moron, a slow-moving, quickly fatigued incompetent. 
She was of inferior female status. Moreover she was a jijo, a second daugh— 
ter, looked down on by all. She had no pleasures, had never accomplished 
anything, had never had any friends. She despised everyone and was despised 
by everyone. She had no right to live and no purpose in living. She mani- 
fested utter hopelessness, limitless self—hatred, irrevocable bitter reject— 
ion of all others. All this was validated for her by her mother, the cen- 
tral figure of her world. Vicious plots were allegedly being hatched against 
the patient. She revealed to the therapist her considering ways of poison- 
ing various "enemies" in self-defence. The greatest danger was in closeness 
to others. She reacted very malevolently to expressions of friendliness or 
esteem. She had intense hatred and contempt for her husband, loathing for 
sex with him and profound rejection of her role as wife and mother. 


Japanese traditional teachings regarding the need for females to be 
submissive, modest and socially inactive were internalized by her and con- 
stituted support and justification for her lack of self-esteem, her social 
withdrawal, and submission to her mother. She felt deep bitterness toward 
her mother and toward Japanese traditional norms but recoiled in terror at 
the thought of autonomous, democratic behaviour. The therapist concluded 
that enabling her to liberate herself and develop a new, democratically 
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oriented way of life would have to be an essential part of therapy. Ther- 
apeutic objectives would be development of basic self-esteem and basic re- 
latedness. This was discussed with her husband. He undertook to cooperate 
and to strive in his own therapy for reconstruction of their personalities 
and family relationships. A comprehensive programme of Psychosocial Inte- 
grational Therapy was developed: emotional-communicational—acculturational 
personality reconstruction in the intrapsychic—interpersonal and familial- 
extrafamilial spheres. An example of a key therapeutic approach specifi- 
cally for schizophrenia was Intrapsychic Disidentification: delineating, 
stigmatizing, rendering alien and disintegrating the pathogenic function- 
ing of the internalized parental personification. 


Psychotherapeutic progress has been solid and steadfast, rather than 
impetuous, despite the extent of the gains. Basic transformation of per-— 
sonality seems to have been achieved: the establishment of basic self- 
esteem and relatedness and basic reorientation in the direction of mature, 
healthy growth and creative self-actualization. Her "congenital" physical 
and mental retardedness have vanished, and instead there is excellent phys-— 
ical and advanced intellectual functioning. She enjoys a tender sex life and 
has become very active, in contrast to previous disgust and unwillingness. 
She has developed a new life in a new community. She now manages her 
household efficiently and finds time to tutor some backward school children 
and to function as a respected and constructive leader in PTA work. She 
has developed artistic talents and hobbies. Her "jungle" outlook and para- 
noid distrust have been replaced by the perception that people are complex, 
that most of them have much good in them and that personal relations are a 
two-way interaction. She has developed interpersonal sensitivity, self- 
understanding and independence. She enjoys sociable relations and has 
formed genuine friendships. Her son has paralleled his mother's course 
from illness to health. She and her husband have reconstructed their family 
on the basis of love, understanding, respect and mutual growth. They have 
come through some stressful situations in the past two and one half years 
with increased self-confidence. The therapist dares to hope that therapy 
has been fully successful. 


Various special obstacles caused great difficulties for therapy. For 
instance, the patient was in terror of hospitalisation and felt a desperate 
need to refuse to cooperate in therapy so as to assert that she was well and 
treatment was not needed; she had a persistently recurring delusion that the 
therapist was a missionary trying to force her to become a Catholic; her 
husband was subjected to various kinds of pressure against therapy; there 
was a sexually coloured resistance, expressed clearly in a letter to the 
therapist, stating willingness "to be converted to the religion of psycho— 
therapy" only if "Pope Burg” would drive away her husband and take his 
place; her mother wrote her letters insidiously seeking to undermine ther- 
apy, etc. Moreover there were general therapeutic difficulties such as 
constant sneering and jeering responses to all attempts at therapeutic 
intervention, skillful provocations, derisive rejection of the entire 
concept of psychotherapy, malevolent reaction to friendliness, extreme 
spitefulness, constant outbursts of hostility, paranoid misinterpretations, 
suicidal and homicidal impulses, conviction of complete hopelessness, abor— 
tion of self-esteem and severe schizoid distortion of personality since 
early childhood. Cultural problems added to the difficulties, such as 
the fact that in Japan, even among the middle and upper classes, psychother— 
apy entirely lacks the support of the popular prestige, enlightenment and 
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expectations of benefit found in the West. 


Finally there are the problems intrinsic to therapy on a cross-cultural 
basis in Japan. Therapy required deep mastery of written and spoken Japanese 
integrated with deep and broad personal knowledge of Japanese society and 
culture. It involved handling subtle cultural-linguistic intricacies of 
situational connotation, emotional nuance and symbolism of one of the most 
difficult languages in the world, at a level attained through many years of 
participant observation. The therapist is thus able to enter with his 
total personality into the lives of his Japanese patients and then step 
back and analyse at a higher, cross-cultural level. The broad West-East 
perspectives have enabled him to strive for advances in theory and therapy. 


CASE III : JAPAN, by Padraic Burns, New Haven, Conn., U.S.A. 9 pp. Type- 
script. 1959. 


This patient is a 27 year old Japanese wife of an American serviceman, treat-— 
ed by the author for six months in psychotherapy, in-patient and out—patient, 
with the diagnosis of an acute paranoid schizophrenic reaction. 


She was born in Osaka, the middle of six siblings. Her father was a 
classical musician and they were well:off;but she saw little of him. Her 
mother was a very warm anu loving person, and her memories of her childhood 
are idyllic. When she was ten, her mother died and she then threw herself 
into schoolwork, doing well and enjoying it. When she was 13, her father 
remarried, the woman being cold and unkind, very different from her mother. 
They moved to Tokyo, and she and her sisters had to work in her step—mother's 
hotel while going to school. This was war time and they were driven from the 
city by the fire bombings which she remembers with terror. After the war 
they moved to Kyoto where they had a small hotel and the girls again had to 
do all the work. When she finished junior high school, her step-—mother re- 
fused to let her continue but insisted that she work full-time. Also ar- 
rangements were being made for her marriage when she discovered that her 
husband—to—be had a girl friend in Tokyo. She then refused to see him with- 
out any explanation, took a large sum of money and ran away from home, 
going to a nearby city to work in a tea house. She was now about 16, This 
job lasted only a year, after which she worked near an American base. Here 
she met her American husband. They were soon married in a Japanese relig-— 
ious ceremony and six months later he was returned to the U.S.A. This was 
the first of three difficult separations for her. She found herself preg— 
nant and bore the child, only to have it die at six weeks, two weeks be— 
fore her husband returned to Japan. They were interrupted by the Korean 
conflict and spent approximtely two of the next seven and one-half years 
separated. After six years the marriage was finally formalized; soon there- 
after she became noticeably hyperthyroid and was hospitalised in an Amridan 
army hospital. During this time she became grossly psychotic and was main- 
tained on the psychiatric ward for the next nine months with no mrked 
change in psychiatric symptoms, while her thyroid condition was treated. 

She was then discharged with the recommendation that she be sent to a 
Japanese hospital for long term care. The Japanese hospital recommended 
out-patient treatment and sent her home. A week later she had a spontaneous 
remission that lasted a month, but then the symptoms began to return with 
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suspiciousness, fearfulness, and gradually developing gross delusions and 
hallucinations. Finally, after going to a bank and the police with a con- 
fused story about dope and "dirty money," she was readmitted to a psychiatric 
ward. 


On admission she was agitated and fearful, constantly hallucinating 
and responding to accusations of being a Mexican or Negro, or of sexual 
misbehaviour, etc. She was afraid that she or her sister would be killed. 
Although she talked constantly, she could not be engaged in conversation and 
seemed out of touch with reality. Within the next ten days she became less 
anxious and was able to discuss her delusions more clearly as well as let 
the author know that she was worried over her impending trip to the United 
States and over the possibility of the loss of her husband's love. This 
was partly expressed in the form of accusations against him for unfaith- 
fulness of all kinds which she later denied. The author saw her three 
times a week for the total hospital period of three months. At first she 
talked constantly under considerable pressure relating delusional material, 
much of it of sexual content and guilt-laden. after the first two weeks 
she seemed much more comfortable, although she still frequently hallucinated. 
Then six weeks after admission she became markedly worse, smelled gas in the 
air and thought her food was poisoned; so she refused to eat. She was then 
put on chlorpromazine, 50 mg. q.i:d. From this time she gradually improved 
until after two months, although still sick, she was well enough to be 
allowed to leave for weekends with her husband. Following this, she contin- 
ued to recover even more rapidly, and at the end of three months was a-symp— 
tomatic and was discharged to out-patient care. She continued on medication 
and continued to do well, even though this was a very stressful time, involv—- 
ing considerable anxiety over whether she wuld obtain a visa to travel to 
the United States with her husband, in view of her psychiatric disease. 
Finally, she received her visa three months after discharge and soon she 
left Japan. One communication a year following discharge indicated that 
she is well and has had no further trouble. . 


In the early phase of treatment she talked under considerable pressure 
about delusional ideas and was usually very confused and disorganized. At 
the same time she managed to convey that she was concerned about her trip 
to the United States and the possibility that she might lose her husband, 
since she was so inadequate. At the point when things were becoming cl@ar- 
er in her mind, she spent hours writing long narratives, apparently trying 
to make some sense of the thoughts that went through her mind. As she be- 
came better organized, she began to deny the existence of any real problems, 
and the therapeutic task seemed to be working with this denial, getting _ 
her to acknowledge her doubts and worries, and offering emotional support 
for the possible difficulties she might face, pointing out how she might 
better deal with anxiety by facing it. 


Discussion. At the time that the author treated this patient, he 
recognized that the disease process was very similar to that seen in acute 
paranoid schizophrenia in American patients. Still he had the distinct 
feeling that there was something essentially different as well, although 
he is not able to document this, in reviewing his notes, the hospital 
record and her voluminous writings. It was felt that if all identifying 
data were absent, it would be impossible to tell that this was not an 
American patient. Evidence of "Japanese-ness" were manifold, but 
interestingly, more apparent when she was well than when she was sick. 
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Her thought process was disorganized in a way easily recognized. Her hallu- 
cinations and delusions were concerned with sex and guilt, degradation and 
death, etc. in familiar ways, It was when her defences began to re— 
establish themselves and become apparent that the Japanese character again 
became hoticeable, and this can be documented both in the record and in the 
author's recollection. There was always denial of any problems, denial of 
any concern about leaving Japan, denial of worry about visa, etc. With this 
went quiet control of both thoughts and@tions. Denial of anxiety over 
real problems seemed to lead to an outpouring of anxiety in the form of psy- 
chotic projections. The control that she regained appeared to have come 
about through a reduction of anxiety by discussion of real problems. Dur— 
ing the acute periods there had been an outpouring of emotions, but as she 
reconstituted, she became quiet and almost formal in her behaviour. The 
repressive mechanism operated clearly, and even conscious problems were 
denied. Even then, the character traits that became evident in her were 

not culturally limited, but rather were just more characteristic of Jap— 
anese than of americans. 


In summary, the case history and observations of the clinical course 
of an acute schizophrenic episode in a Japanese leads the author to the 
conclusion that there is nc evidence here that the underlying structure of 
the personality differs in these very different cultures. The disease pro— 
cess also appears the same, except that in the reconstitutive process when 
the ego is again functioning, the cultural background of the patient is 
again distinguishable in the defences and the ways they are employed. 


CASE IV : TAIWAN, by Eng—Kung Yeh, Taipei, Formosa. 12 ppe Typescript. 


This is a 51 year old widow, a mother of two daughters aged 29 and 27, a 
native of Taiwan who had been admitted to the Department of Psychiatry, 
National Taiwan University Hospital on april 17, 1952, with a series of 
persecutory and grandiose delusions and bodily hallucinations. Her diag- 
nosis was "chronic schizophrenia of paranoid type." The onset of her 
illness could be traced back to over 20 years ago. 


The patient was born in Tainan, the largest city in southern Taiwan, 
the oldest of seven siblings of a family of upper socio-economic class, hav- 
ing three sisters and three brothers. 


The father was a large property owner andi exceptionally successful in 
foreign trade and industry. He graduated from a famous private college in 
Tokyo, Japan, a mark of very advanced education in his day.e He was ap— 
pointed a Councillor of the Taiwan Government—General when Taiwan was a 
Japanese colony. This was a position of great importance and high honour. 
He was a strict disciplinarian and a follower of Japanese culture and 
philosophy; all the children were afraid of him. He expected a great deal 
from his children as regards their school achievement. He attached more 
importance to his sons' education than to his daughters’. His attitude 
towards the children resulted in strong competition among them, especially 
between the sons and daughters. 


In his late forties, he engaged in trade with mainland China, became 
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busier than ever and spent even more time abroad than before. 


He suffered from a phobia of small objects such as peas, beans or 
seeds of watermelon throughout his whole life. He died of diabetes mell- 
itus in his late sixties when the patient was 41 years old. 


The mother, a daughter of a land owner, came from a wealthy and old- 
fashioned large family. She received no schooling. She learned Japanese 
at home. She was submissive and little concerned with her children's 
school achievements. However, as the wife of a distinguished figure in 
town, she engaged in many social activities, such as the Japanese Women's 
Patriotic Federation. She died of pulmonary tuberculosis in her middle 
sixties. 


It was reported that the maternal grandfather and also the mother's 
sister's daughter were psychotic. 


Being the oldest of the seven siblings in a wealthy family, though 
a girl, heavy demands were made on her by her father, while her mother 
spoiled her. Although she was obedient to her parents, she was quarrel- 
some, stubborn, and highly competitive with her siblings and other child— 
ren. At her father's wish, the patient attended a Japanese-run primary 
school of high prestige to which only a few Taiwanese children were ad- 
mitted. She did exceedingly well. Afterwards she entered a high school 
and excelled in heavy competition against Japanese students; her high 
performance made her the favourite of her father. 


Her ruthless drive for her father's esteem and affection gave rise 
to tension with her brothers and sisters. A carry-over of this hatred was 
revealed in their indifference and reluctance to look after her when she 
became psychotic. 


It was ironic that despite the father's culture—determined emphasis 
on the sons' education, none of them showed interest or ability in school 
achievement. The oldest son was an eccentric who was so wrapped up in his 
hobbies that he neglected his school duties and failed so many times in the 
entrance examination to the college that he was almost disinherited by the 
father. The second brother graduated from college and became a petty civil 
servant. The youngest son was a highly sensitive, physically weak, effem 
inate person, passionately devoted to art. His phobia regarding small ob— 
jects was even more severe than that of the father. 


A marriage arranged by her father against her wishes prevented the 
patient from carrying out her plan to go to college in Japan. She married 
at the age of 20, the year after graduation from high school. Her husband 
was in the senior class in one of the best Imperial universities in Japan. 
He was regarded as an outstanding student in Tainan. 


The patient tried to dominate the marital situation, and when things 
did not go her way, she would throw temper tantrums and tear her dresses. 
The husband submitted to her dominance. When the husband's father died, 
he had to take care of his two sisters. The patient then became jealous 
of the sisters-in-law and generally could not get on with her in-laws. It 
was of utmost importance to her for her husband to pass the National Higher 
Examination for judicial officers. (To pass this examination and become a 
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judge, an attorney, or a lawyer, was regarded as an extraordinary honour 
for a Taiwanese during the Japanese occupation. ) 


Soon after marriage she entered a famous private girls' English 
college in Tokyo. However, she was soon forced to return to Taiwan be- 
cause of an acute liver disease. 


At the age of 22, she gave birth to her first child at her parents! 
home in Taiwan. Soon after this she returned to Tokyo where the husband 
attained his law degree. They stayed in Tokyo for one md one half years. 
This was, as far as she could recall, the happiest time in her life. On 
their return to Taiwan, her husband started out on a successful career as 
a lawyer. The second daughter was born when the patient was 24 years old. 


The husband died of typhoid fever suddenly seven months after the 
child was born. Very soon afterwards, following in her husband's foot- 
steps, she decided to study law and entered a private college in Tokyo 
(the same college that the husband's father had attended). The two 
daughters were left at home in the care of her mother. She refused sug— 
gestions of a remarriage repeatedly. 


According to the patient's cousin, who was also studying in Tokyo, 
the patient's illness might have already started at that time. She began 
to complain that someone was following her and suffered from insomnia. 


Though she graduated from the college with good grades, she none— 
theless failed to pass the bar examinations that year. After returning 
to Taiwan she tried for five years unsuccessfully to pass the examina- 
tions, by which time she was clearly psychotic. She attributed her fail- 
ures to evil intentions on the part of the authorities. All her time was 
spent in compulsive studying to the exclusion of housework or care of her 
children. She used to day—dream with occasional inappropriate smiles, as 
if her mind was full of sardonic ideas of looking down upon others. She 
gradually became taciturn and autistic and washed her hands compulsively. 
Any mention of "the examination" gave rise to violent outbursts of temper. 


She gradually developed delusions of persecution in which she be— 
lieved that her personal effects had been examined by the servants in the 
house who were apparently working as agents for someone trying to harm her. 
She believed detectives were closely checking her activities from inside 
the ceiling. Gradually in her delusions she came to believe she was sur- 
rounded by enemies and that they were afraid of her becoming a woman of 
great power. 


When one day her father asked her whether she still planned to take 
the exam, she burst into tears, which was unusual for her. Subsequently 
she became overtly aggressive and sarcastic towards her father. In vio— 
lent outbursts of temper she accused him of having favoured her brothers 
over her. She once ran away from hom for several days after one of these 
arguments. Because eventually the situation became intolerable, the 
father threatened her with eviction. 


When her cousin became a lawyer, she accused him of having bribed 
the Japanese premier, and she also believed her father's Japanese business 
associates were spies. 
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At the age of 36, after the war broke out, she left the parents! 
house for a home of her own, which, owing to her disturbed state, her 
children had to run. At this time both parents died in short succession. 


The death of her parents and the unsettled state of affairs in Tai- 
wan at the end of the war led to an acute deterioration in the patient's 
financial situation. When her efforts to improve matters by the sale of 
some of her belongings failed,she once again attributed her misfortune to 
evil forces. 


The patient's hostility then turned on the family of one of her uncles. 
In contrast to the patient's brothers, this uncle's sons had been success— 
ful in many respects and his two daughters were married to persons in high 
government positions. They had both passed the National Higher Examination. 
The patient was very jealous of them. She accused her cousins of being 
Japanese spies intent on harming her. She believed that whatever she thought 
would appear in the newspaper next morning. Then she came to believe that 
she was under close investigation all day long, because she was such an 
important international figure. Even the Emperor of Japan was involved in 
the plot to control her. The United States she imagined was happily dis-— 
posed towards her and President Truman had made an effort to help her against 
her enemies. 


Her own house, which had been bombed by United States airplanes during 
World War II, remained unrepaired; she resisted any attempt by her daughters 
to have it repaired on the grounds that she should wait until all “misunder-— 
standings" had been cleared. 


Five years after Taiwan had been returned to the mother country—she 
was 43 then—the patient started writing letters to the Japanese Government, 
complaining that she had been misunderstood and persecuted by the Japanese 
during the period of occupation and requesting that those responsible be 
punished and indemnity for the damage be paid to her. Similar letters were 
sent to the Emperor of Japan. When no replies arrived, she became very 
angrye She then had the idea that the Americans would come to her aid; thus, 
she got up early in the morning, cleaned the house, prepared tea and cakes 
and kept the front door open, awaiting their arrivale When they did not 
come, she thought they might have come and might have left while she was in 
the back room. When she saw white people passing by, she tried to talk to 
them and became angry because they paid no attention to her. 


At about this time the patient started to complain of being influenced 
and burned by electricity emanating from the wall. To avoid this danger, 
she frequently slept on the veranda. 


In 1952, when she was 45, a representative of the Japanese Government 
came to Taiwan to negotiate a pexce treaty between Free China and Japan. 
Immediately the patient wrote to him requesting his help. Her letter was 
investigated by the police. It was then that her mental disorder was dis— 
covered and she was committed at the behest of the police. 


On admission to hospital, she was in a state of excitement, blaming 
her daughters and her brothers for her compulsory confinement. She asked 
her youngest brother to tell the American ambassador to Free China that 
she would not interfere with the peace treaty and to ask him to get her 
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released from the hospital. She was stubborn and quarrelsome with the ward 
personnel, She was poorly groomed and untidy. Although her delusions were 
fixed and systematized, there was some incoherence of thought. At the men— 
tal hospital she was given insulin shock treatment and electroconvulsive 
treatment, but she failed to improve. Bilateral prefrontal lobotomy was per-— 
formed on June 12, 1952. On discharge from hospital on August 29, 1952, the 
patient was less aggressive, rather emotionally flat, and bodily hallucina- 
tions had disappeared. She seemed to be less preoccupied by her delusions 
than before, although they still existed. 


After discharge from hospital, tt was arranged for her to live alone 
in a small room rented by her relatives. Her two daughters, who were attend- 
ing college, refused to live with the mother. 


About that time, the older daughter, because of severe anorexia nervosa, 
was admitted to the Medical Department of the National Taiwan University 
Hospital. She refused to be examined by a psychiatrist. Both daughters, now 
aged 29 and 27, are intelligent but very sensitive; they graduated from 
college with excellent records. Soon after their graduation they went to 
the United States for further study, leaving their mother alone. 


Of late, the patient has talked little about her previous delusions. 
She believes that her neighbours are trying to cast a spell on her and are 
trying to poison her and is very much afraid of them. For this reason, she 
never eats at home and has frequently changed restaurants. She lives in 
solitude without causing trouble to others. 


CASE V_: CHINESE IMMIGRANT*, by Arthur J. Prange, Jr., Chapel Hill, North 
Carolina, U.S.A. 


Miss L. was a 28 year old, unmarried Chinese woman, a colle ge senior, pur— 
suing a course in music education. 


The patient was brought to hospital by college officials who reported 
that for approximately two months she had become increasingly withdrawn and 
seclusive. Although she continued in her courses, Miss L. had lost rarly 
all spontaneity in her social environment. She had expressed repeatedly the 
idea that a middle-aged professor was in love with her and that he, in turn, 
was loved by a woman faculty adviser. The patient felt the need but also 
the inability to tell the professor that she did not return his lovee In 
recent weeks, the following statements had become typical: "They're laughing 
and talking about me. The atmosphere has entirely changed. It's in the 
papers now. They think I am married." 


The past history revealed that Miss L. was the second oldest of a group 
of six siblings. All the children, save the older brother, were Christians, 
while the father, like his son, was Confucian and the mother Buddhist. The 


* wan Interpretation of Cultural Isolation and Alien's Paranoid Reaction.” 


Intern. J. Soc. Psychiat., Vol. IV, No. 4, Spring 1959, pp. 254-263. 
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parents were the first in their respective families to arrange’ their 
own marriage, but in other areas they clung to traditional ways. There 
was no history of mental illness in the family. 


Miss Lo. was the only source of information regarding all but the 
most recent years of her life, and her comments were regarded as gener— 
ally reliable. People who knew the patient in China before her emi- 
gration were consulted about later mterial. 


The patient was breast—fed, but there was no information ahout the 
weaning process or about toilet training. She remembered herself as a 
"good" child—shy, lonely and somewhat "spoiled." At the age of six, she 
missed a year of school because of illness suspected to be pulmonary 
tuberculosis. This was her only clear-cut illness, but the patient be- 
lieved that she had been a sickly and weak child. 


Miss Ledid well in school despite frequent moves, which occurred 
first as a consequence of her father's government employment and later 
as a result of the Japanese invasion. During the latter period there 
were many harrowing escapes, and often the family was separated, During 
World War II, the patient led an escape of children through a Japanese 
blockade to free territory. 


Not until after the patient's menarche at age 14 did her mother ex— 
plain the process. Other sexual instructions came from school and from 
bookse Throughout her life the patient had had no heterosexual exper— 
ience whatsoever. "I could be weak like that," she explained, "but I 
try to be strong." There was no information regarding homosemal or 
masturbatory experience. 


After the Japanese surrender, Miss L. entered college on the Chinese 
mainland to prepare for a career in teaching. Midway through her studies 


_ she was converted, through the efforts of female college officials, from 


a lackadaisical Buddhist to a rather indifferent Christian. Theology 
confused her, and she found the greatest mpeal of the Church in its music. 
After graduation the patient taught for a year in a nearby grade school. 
By then the hegemony of the Communists was well established, but the pat— 
ient for the most part was able to stay aloof from political matters, 


The patient returned to her perents' home in free territory and x— 
cepted a teaching position in a local high school, where she was put in 
charge of the school's music programmes While still an undergraduate, 
the patient had developed a keen interest in music, especially religious 
music, but in her judgement she had been unable to take sufficient 
courses to teach it competently. In her new job, Miss L.'s inadequacy 
became increasingly apparent and painful to her. 


She lived at home and had very few outside social activities. Spurred 
by loneliness, she began to correspond with a Chinese man, four years her 
junior, whom she had known in college and who was now attending college in 
the United States. Formerly Miss L. had felt "like a mother" to this man, 
and had counselled him in minor personal problems. However, as they con- 
tinued to exchange letters, Miss Le fell in love and ‘felt sure her love 
was returned. 
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Thus the patient had at least two motives to come to the United 
States: she was ambitious to obtain a master's degree in music education 
and she wanted to see her fiancé. Accordingly, she applied for a scholar-— 
ship to the college her fiancé attended, but she was not accepted. With 
the aid of an American woman, under whom she had taught in China, the 
patient later gained entrance to a women's college. 


On arrival in the United States, her knowledge of English was so 
rudimentary that she found it necessary to take notes in Chinese and later 
to translate them into English. Despite the strenuous programme she set 
herself, Miss L. did quite well for several months. 


Her first opportunity to see her fianeé. came at spring vacation. 
Somehow they failed to find face to face the harmony they had enjoyed in 
correspondence. After a number of minor misunderstandings, they had a 
serious quarrel; her fiancé offered her sorely needed financial aid, and 
Miss L. adamantly refused to accept it. The man then announced his in- 
tention to marry an American woman, and Miss L. returned to school feel- 
ing herself hopelessly deserted. 


There were no other Chinese students at the patient's college, but 
there were a few Chinese men at a nearby campus. At first, they often 
asked her for dates, but she accepted very few. "They must be serious 
and share the same interests and respect me," she later explained in 
therapy. 


Miss Ls continued to do satisfactory work, but there commenced a 
series of disturbing events in her personal life. At Christmas tim 
the patient found herself in desperate financial straits and after much 
indecision finally accepted small loans from friends. She was also pre- 
sented with the problem of whether to accept or refuse gifts, because she 
would be unable to reciprocate as Chinese custom demands. She was in- 
vited to a party by a girl who said, "We'll be mad at you if you don't 
come." Misunderstanding the idiom, the patient felt threatened. A short 
time later the patient lost (or had stolen from her) ten dollars. When 
other girls in her dormitory reported money missing, Miss L. feared she 
would be thought the thief because, first, she was a foreigner, and, 
second, she was known to have been recently bankrupt. 


To fulfil a school assignment, the patient wrote a paper about the 
Sino-Japanese war. After translating it into English, she realized, "It 
made me sound war—like—but you can't forget a thing like that." Time 
being short, Miss L. submitted her composition unaltered. She soon began 
to feel that her fellow students considered her a Communist, and she 
wished she had never mentioned that her sister was a surgeon in Red China. 
Her fear was confirmed when a girl friend casually looked through her 
books, and the patient later discovered that one of them had been printed 
on the Communist mainland. 


The following Christmas season the patient felt nearly overcome by 
homesickness, and when, as it happened, mail from home was late in arriv— 
ing, she became concerned about the welfare of her family. Her unhappy 
mental state was made worse at a music recital. The man in charge, a 
kindly, middle-aged, unmarried professor, had chosen as one of the musical 
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selections a song, the title of which made reference to a Christmas rose. 
The previous year the patient had sent to her friends and colleagues, the 
professor included, a Christmas card decorated by a rose. Miss L. feared 
the professor had mistaken the meaning of the card's affectionate, yet 
conventional, message (expressed in Chinese characters), as a sign of 
love and that now, a year later, he was symbolically communicating his 
love for her by his programme selection, Thus Miss L. felt the professor 
loved her, while, as she fancied, he was loved in turn by an older, 
single woman. The patient felt obligated by honour to tell the professor 
that she didn't return his love, but she also felt restrained by decorum 
from doing soe Later, in therapy, the patient explained that she had felt 
"Sympathetic" towards this man for several months, because he had a cough 
and because he had been in an automobile accident and limped. Quite 
frankly, Miss L. stated that in some ways the professor reminded her of 
her father. According to reliable sources, there was no basis in fact 
for the patient's fancied love relationships. Gradually Miss L, became 
convinced that people thought she was married. Hadn't she refused all 
recent dates and didn't she stay out late studying? And, besides, she was 
28. 


Miss Le's work deteriorated, and she appeared increasingly withdrawn. 
When her associates, becoming alarmed, questioned her, she replied, 
"They're laughing and talking about me. The atmosphere is entirely 


changed." 


In hospital the patient presented herself in a friendly but reserved 
mannere During the mental status examination she appeared somewhat de- 
pressed. She expressed her delusions, but with very little conviction, 
and the only other evidence of thought disorder was a tendency to self- 
reference on proverb interpretation. Miss L. was rather guarded in her 
response to psychological testing. Her Rorschach responses revealed none 
of the standard pathological signs, but emphasized dependence on the en— 
vironment for behavioural cues. This tendency, of course, is character— 
istic of most Orientals. 


The patient quickly entered into group activities and ceased to men— 
tion her delusions. Under pressure of external events, she was discharged 
after 11 days' hospitalisation. 


Miss L. was seen in 14 weekly out-patient interviews, During this 
four-month period, she remained fairly well compensated and without de- 
lusional symptoms, She completed her courses satisfactorily and at times 
recovered some of the former zest for her work. 


Among her colleagues Miss L. was fortunate in evoking the same in- 
tuitive, supportive response that she had elicited from the hospital per-— 
sonnel. Each day a friend gave her a religious, inspirational article 
clipped from a local newspaper. A faculty advisor sent her cookies; an- 
other read her poetry. Miss Le was put in charge of the breakfast com 
mittee of her local church, and obviously her improvement was more the 
result of satisfaction of personality needs than of personality alteration. 


However, Miss L.'s improvement, though striking, was ephemeral, With- 
in a year the cycle of florid illness followed by rapid recovery was re- 
peated. On this occasion the clinical diagnosis was catatonic schizophren— 
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ia, although the Rorschach protocol was more suggestive of paranoid illness. 
She was returned to her native land, where she now functions satisfactorily 
without medical treatment. 


Discussion. The author is reticent to classify this case with usual 
cases of paranoid disorder. He points out the close resemblance to Kino's 
"alien" paranoid reaction. 


He extrapolates from the material obtained that this young Chinese 
woman's hysterical personality structure served her adequately in her 
native land, even under severe stress, but was inadequate to withstand 
the strain of similar stress—hard work, separation from family and dis— 
appointment in love—when these occurred in the matrix of a foreign culture. 
It appeared that cultural isolation was the crucial factor and that this 
was felt unconsciously as a deprivation of oral supplies. When the patient's 
decompensation reached a clinical level, it was characterized primarily 
by paranoid delusions and secondarily by feelings of depression. The con- 
tent of the erotic—parental delusions was most comprehensible as simple 
need=fulfillment, the content of the delusions of "persecution" as pro- 
jection of secondary guilt. 


The patient responded quickly to conservative, supportive therapy. 
Months later, in a new (though still alien) environment, she suffered a 
second decompensation, this time retreating to more primitive defences, but 
again reintegrating in a protective milieu.e. Again the patient maintained 
her improvement as long as the environment gratified her needs and made 
few demands (state hospital). Returning to her native land, Miss L. re- 
sumed her former life much as she had left it three years before. 


The general discussion is followed by a formulation of the relation-— 
ship between cultural isolation and paranoid trends, based on psychoana— 
lytical theory. This, however, does not lend itself for a brief present— 
ation and must be read in the original. 
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REVIEW AND NEWSLETTER 
Transcultural Research in Mental Health Problems 


The Review was originated by staff members of McGill 
University to provide a useful channel of communication for psy- 
chiatrists and social scientists in different parts of the world who are 
concerned with the relationship between culture and mental health. Its 
purpose is to help co-ordinate scientific effort by pooling information 
about on-going research and to introduce the work and programmes of 
persons engaged in this particular area of mental health research to 
those in other countries. 


This Review does not duplicate the function of standard 
scientific journals. Rather, it offers an informal medium through which 
ideas may be exchanged while programmes are still tentative or in their 
on-going stages. It brings to readers data from persons in out-of-the- 
way places who would otherwise not report their highly interesting and 
important observations. And further, the Review carries a certain 
amount of pertinent material gathered from those foreign periodicals 
which are not readily accessible to most people in the field. 


The present issue is the ninth since the Review and News- 
letter was first launched in May, 1956. However, it is the first extra 
issue that has been published devoted exclusively to one subject. While 
the volume of information received may, as in this case, alter the 
number of issues in any one year, it is presently estimated that about 
two reviews a year will serve reasonably well the purpose for which 
the publication has been designed. 


The Review and Newsletter now has correspondents in 70 
countries representing every continent. It reaches over 800 persons, 
many of whom are engaged in active research programmes. 
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